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Biofilm induced implant diseases have been reported to occur between 19-65% of all 
implants placed worldwide. Despite the high prevalence of these diseases, currently there 
is not a universally accepted and reliable treatment modality. Peri-implantitis is an 
inflammatory reaction which can cause bleeding, suppuration and the pathological loss of 
bone around dental implants, resulting in a saucer shaped bone defect. This inflammatory 
process can occur some years after implant placement, and can lead to eventual loss of the 
implant. The major contributing factors to peri-implantitis are patient susceptibility (i.e. a 
previous history of periodontitis and systemic modifying factors), the formation of a biofilm 
on the surface of the implant abutment and subsequently on the surface of the implant fixture 
itself.  
 
While regular professional and home care can maintain health peri-implant tissues, once a 
mature biofilm has established itself on the subgingival implant surface, it becomes 
problematic because the surface is microscopically rough and notoriously difficult to clean. 
Despite a range of studies into various debridement techniques, most studies report varying 




The overall aims of this PhD project were to explore how biofilm can be removed from 
textured implant surfaces using a variety of methods for closed (non-surgical) debridement, 
without causing surface damage or other undesirable modifications.  Different in vitro models 





Titanium discs with various degrees of surface roughness and topographies were utilised to 
simulate the same textured surfaces as exist on commercial implants. Samples were 
generated with smooth surfaces, abraded surfaces, and surfaces which had been both 
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abraded and etched (SLA) to resemble existing implant systems. The performance of 
various conventional debridement techniques was assessed, testing them against each type 
of surface, first without a biofilm present - to assess surface damage, and then with a biofilm 
present, to assess biofilm removal and accompanying surface damage. Surfaces were 
characterised by scanning electron microscopy (SEM) and by laser profilometry, while 
biofilm removal was assessed numerically using assays (crystal violet and XTT), and 
qualitatively by SEM and confocal scanning laser microscopy.  The studies were designed 
to test how complex mixed biofilms of natural origin (produced from human saliva as the 
inoculum) were removed by the various methods. In later chapters, the performance of novel 
techniques such as fluids agitated by middle infrared pulsed lasers, and electrochemical 
methods are explored.  
 
Findings:  
A number of debridement methods were tested on different type of implant surfaces, and it 
appears that modifications to surface risk is technique dependent. Biofilm removal is also 
technique dependent. Mechanical instruments such as hand curettes, ultrasonics and 
brushes appeared to have a limited effect in removing biofilm but was at high risk for creating 
a surface smear layer thus should not be recommended on rough surfaces, irrespective of 
the type of material of construction. It appears that Er:YAG laser used with water, abrasive 
particles (air polishing) with glycine powder, application of citric acid and electrolysis at a 
low current are moderately effective at removing or inactivating the biofilm while preserving 
the integrity of the original surface. Electrolysis appears to be promising for inactivating 
biofilm but did not give physical removal, unlike laser or air polishing methods.  
 
These are promising areas to explore further, since these treatments are likely to either 
enhance biocompatibility, or at the very least, will not lower the surface energy, while 
different debridement approaches have been shown to give varying effects on different 
surfaces, additional work is needed to test if a combination approach would be a better 
than a single debridement method.  
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Novel methods for debridement of dental implant surfaces  




1.1 Introduction  
 
Dental implants have been shown to be an effective replacement for missing teeth, and 
have been used for over 40 years with good clinical success when placed in most sites in 
the mouth.  The material used for the fixture can vary from metals such as commercially 
pure titanium (Ti) and titanium alloys, through to ceramics such as sapphire and zirconium 
oxide. The use of titanium is favoured because it is biocompatible, corrosion resistant, 
lightweight, and durable. 1 
 
Dental implants are inserted into specially prepared channels in the bone of the mandible 
and maxilla. Once fully integrated into this bone, they can be restored with a crown to 
replace a single missing tooth, used to support a fixed prosthesis with multiple units, or to 
stabilise or support a removable prosthesis. The titanium surface can be plain 
(machined/polished) or can be treated with various coatings or textures without affecting its 
biocompatibility.  1 
 
1.2 The complexities of implant surfaces 
 
While early dental implants had simple threaded forms and plain surfaces which were 
unmodified after milling, almost all modern metallic dental implants have surface features 
which increase the surface area and energy, thereby enhancing the adhesion of blood, 
matrix proteins and human cells. 1 Altering the surface of a Ti implant to increase its 
roughness does not compromise its biocompatibility, but enhances the total area available 
for integration with bone. 2 The surfaces of most modern dental implants are micro-textured, 
to support and enhance osseointegration. 1, 2 
 
A range of methods have been used to achieve modification of the milled surface. 
Treatments such as titanium plasma-spraying, grit-blasting, acid-etching, and anodization 
create a favourable roughened, high energy surface which aid in the process of 
osseointegration. 3 The roughness of most current implant surfaces created using these 
methods ranges from 0.5-2 µm. 1 Newer surface modifications involving treatment using 
sulphuric acid and hydrofluoric acid can create nanoscale roughness, while technologies 
such as micro-arc oxidation can create nanostructured bioactive titanium oxide layers to 
enhance cell attachment and adhesion onto the dental implant surface. 3 These patterns 
are superimposed onto a variety of different types of thread patterns. Regions which have 
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only been milled, such as the upper most collar region, show typical lathe marks on the 
surface whereas the thread regions have micro-textured surfaces. 
 
1.3 Biofilm development on implant surfaces 
 
The roughened implant surfaces which assist in achieving integration of the implant with the 
bones of the jaws provide an exceptionally favourable microenvironment for biofilm 
formation, once that surface comes into contact with saliva. 4 In vivo studies have shown 
that the extent of bacterial colonization of roughened Ti surfaces is greater than that of 
smooth titanium surfaces. 5, 6 Moreover, the extent of bacterial adhesion correlates directly 
with the extent of surface roughness. 5 Several authors have shown that methods which 
increase surface roughness enhance the attachment of bacteria. 7 Biofilms then develop 
quickly and mature rapidly, nourished by nutrients derived from the saliva, gingival 
crevicular fluid and blood of the host.  Bleeding and suppuration is a consequence of the 
development of inflammatory reactions in the adjacent host tissues, and blood contributes 
to the growth of Gram-negative species which utilize iron and porphyrins in their normal 
metabolic pathways.  
 
Once a biofilm has become established on an implant surface, conventional methods of 
debridement are not effective for its removal. 8 An implant surface which is positioned below 
the position of the gingival tissues that cannot be reached with the bristles of a conventional 
toothbrush or floss, as these only penetrate 0.5 mm into crevices around teeth and dental 
implants. Likewise, products used in the mouth such as mouthwashes only penetrate to a 
similar limited extent. 9 
 
1.4 Biofilm-induced peri-implant diseases 
 
Peri-implant inflammatory diseases caused by biofilm accumulation on implant surfaces 
may be separated into two groups or entities: peri-implant mucositis (PIM) and peri-
implantitis (PI). These differ in the extent to which the inflammatory reaction of the host 
immune response extends to involve the bone surrounding the implant. 10-12 In PIM, 
inflammation is confined to the soft tissues surrounding the dental implant, and there is no 
progressive loss of supporting bone over time. 11 In PI, the biofilm-induced inflammatory 
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process causes both changes in the soft tissues as well as progressive loss of the 
supporting bone. 13 Both PIM and PI are relatively common. The most recent systematic 
review conducted in 2015 estimated that the prevalence of both conditions to be in the range 
of 19-65%. 14 This is consistent with recent longitudinal studies conducted in communities 
where dental implant treatments are very commonly performed as the standard of care for 
single missing teeth. 15 
 
1.5 Association with periodontal pathogens and risk factors 
 
One of the key factors affecting the long-term success of dental implants is the maintenance 
of healthy peri-implant tissues. The aetiology of PI is similar to periodontitis, since both begin 
with microbial colonization of the implant surface, leading to the formation of a biofilm 
comprised predominantly of gram-negative facultative and strictly anaerobic bacteria. 16 The 
microorganisms in both conditions are generally similar, as are the immunological aspects 
of the soft tissue responses seen in the peri-implant tissues.  Other cofactors include an 
systemic factors that induce inappropriate host response such as smoking, cardiac 
diseases and uncontrolled diabetes. 17, 18 
 
At both the microbial and immunohistological levels, there are numerous similarities 
between PIM and gingivitis, and likewise between PI and periodontitis. The microbial flora 
is dominated by Gram-negative species, with smaller numbers of streptococci and other 
Gram positive bacteria. Key pathogens which have been implicated in PI include bacteria 
implicated in PI include anaerobic Gram-negative rods, motile organisms and spirochaetes) 
present in dental plaque biofilms surrounding teeth. 16 Periodontal pathogens such as 
Porphyromonas gingivalis, Treponema denticola, and Tannerella forsythia have been 
implicated in PI. 16 A point of difference between biofilm formation on implant surfaces 
versus teeth is that Staphylococci (particularly S. aureus) and yeasts (such as Candida spp) 
can be found in biofilms on implant surfaces, whereas these rarely occur in biofilms 
associated with teeth. 19-21  
 
Because dental implants are increasingly utilized in the restoration of partially dentate or 
fully edentulous patients, this raises issues of pathogens being transferred from sites with 
periodontitis to the surfaces of implants.21 Demand for dental implants for single tooth 
replacement has been driven by their lower biological cost compared to conventional dental 
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bridges, and better long term outcomes, since implants, unlike teeth, are not affected by 
dental caries and its complications. When failures with implant treatment occur, these may 
be classified as being either early or late, reflecting surgical or mechanical factors in the 
former, and biological factors in the latter. 22 PI accounts for most of the late failures, since 
the biofilm-induced inflammatory reaction causes extensive cratering of the bone, making 
the implant unsuitable for supporting a crown or other prosthesis. 23 
 
The seminal work of Lang et al. 24 documented how inflammation in the implant-mucosal 
unit (i.e. PIM) can, in susceptible patients when biofilms are allowed to accumulate for 
prolonged periods of time, progress from PIM to PI, with accompanying loss of 
circumferential bone. This conversion is not merely an expansion in volume of the host 
immune response to the biofilm but represents fundamental changes in the composition of 
the biofilm (such as emergence of different pathogens in a cyclical pattern) and 
accompanying shifts in the composition of immune cells present in the tissues and their 
behaviour, particularly their production of inflammatory cytokines and mediators which alter 
host tissues, such as proteases. These add to the effects of proteases of bacterial origin, 
especially those produced by Porphyromonas species. An effective treatment should 
address the fundamental driving factors within the host response to the biofilm which 
accumulates on the surfaces of implants, by removing the microorganisms and their 
products. 25 Reducing the biofilm volume and changing its composition should then reduce 
the intensity of the inflammatory response, and alter its character so that destruction of 
tissue no longer outweighs formation of tissue. 26 
 
As biofilms develop on implant surfaces, the appearance of key pathogens such as 
Porphyromonas species is a relatively early event. As seen in Table 1.1, such organisms 
can be present in saliva, and can reach significant levels in the biofilms which form on dental 
implant surfaces after a period of several days. Quirynen et al. 27 followed the colonisation 
of newly placed implants by bacteria, and took samples of the microbiota, and examined 
these using checkerboard DNA–DNA hybridization, cultural techniques, and by real-time 
polymerase chain reaction (RT PCR). They found that bacterial species associated with 





Table 1.1: Dominant organisms in the taxonomic analysis of biofilm on dental implants 
___________________________________________________________ 










Major groupings of bacteria in a typical 96 hour multi-species biofilm grown on an abraded 
titanium surface (using the surface preparation method described in Chapter 2), based on 
a human salivary inoculum, showing major groups of bacteria according to Next-generation 
sequencing analysis. The biofilm was grown according to the method described in detail in 
Chapter 4. 
 
The risk factors for peri-implant diseases are similar to the known predisposing and 
modifying factors for periodontal diseases. Various prospective and retrospective analyses 
have shown that the systemic health of the host (e.g. type II diabetes mellitus), 28 genetic 
traits, 29 environmental factors (e.g. smoking), 17, 30 a past history of periodontitis, 30, 31 poor 
compliance with mechanical cleaning recommendations, 30 and infrequent dental 
maintenance visits 32, 33 are major risk factors for the development of PI/PIM.  
 
Adding to this, there are variations between implant surfaces according to the brand of the 
implant used. With different surface topography and different surface energy, biofilm 
formation may be affected. 32, 34-36 Some of the surface types currently available are shown 
in Figure 1.1. Several studies have reported that over periods ranging from 1-20 years, the 
prevalence of bone loss around implants can vary from 27.8 - 47% of patients. 35-37 There 
is a clear message from such studies that PI when left untreated is a strong predictor of 






   
   







































Figure 1.1: Scanning electron microscope images of dental implants. A, the collar (upper) 
and thread regions of a 3i Biomet implant. B, The lower end of an Ankylos implant. Note 
the difference in thread patterns compared to A. C to L, Implant surfaces of various 
implant brands. C, non-textured surface showing lathe cutting marks (3i Biomet). D, MIS. 
E, Neoss. F, Ankylos. (Figure continued overleaf).
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Figure 1.1: (Continued) Scanning electron microscope images of dental implants. G, MIS. 
H, Nobel Biocare. I, Biohorizons. J, Southern (non-textured surface). K, Southern ITC. L, 
Southern ITC (pitch region). Samples were new implants and were not sputter coated. All 
samples were viewed on either a Quanta 400L or Zeiss Sigma VP, Jena, Germany) using 
secondary electron mode at an accelerating voltage at 10-15 kV under high vacuum 
conditions and a working distance of 10 mm.  
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1.6 The complexities of biofilm removal and implant debridement 
 
While different protocols for professional care of dental implants have been suggested, it is 
unclear at present which is the most effective. 37 Traditional dental treatment modalities, 
such as the removal of biofilms using scaling instruments originally designed for debriding 
the roots of teeth cannot be applied in exactly the same way to threaded implant surfaces. 
The implant surface structure has far more areas which are protected, and much of the 
surface is inaccessible to conventional professional instruments. 38 Hand scaling 
instruments and ultrasonic scalers are not very effective for removing biofilm. 38 
 
Although there are many studies of PI treatments, including randomized controlled clinical 
trials, a Cochrane systematic review conducted in 2012 concluded that based on current 
evidence, no particular treatment can be established as a gold standard approach for the 
treatment of PI. 37 In subsequent systematic reviews since 2012 have yielded the same 
conclusion. 39-41 
 
In clinical practice, chairside methods to assess the levels of key pathogens present in 
biofilms on the surfaces of implants or teeth do not exist, and sampling followed by genetic 
analysis is too expensive for routine use. Therefore, the approach taken follows a non-
specific approach, namely the removal of all biofilm from the surface, regardless of the 
pathogenicity of bacterial species growing within it. Since treatment of PI aims to also 
achieve re-osseointegration of the implant surface with bone, it is necessary to remove not 
only all viable bacteria, but all traces of bacterial products such as endotoxins, in order to 
maximize the likelihood of success. Whilst re-osseointegration is possible, it remains 
unpredictable due to the local factors such as bony defects are present around the implant. 
Horizontal or vertical bone loss, and a decontamination of the implant. 
 
1.7 Treatment of peri-implantitis  
 
Treatment of PI needs to be implemented as early as the problem is diagnosed, since the 
likelihood of implant failure due to PI is reduced significantly when the condition is detected 
early so that treatment can be instituted. 42 Such treatment involves decontamination of the 
implant surface, as well as surgical augmentation of the associated bony defects. 43 The 
use of such techniques combined with removal of the threaded regions of the implant 
(implantoplasty) has become a recommended approach for managing PI. 44, 45 However, 
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effective non-surgical treatments may precede surgical management or reduce the need for 
surgery. Non-surgical options can serve as first line therapy, especially undertaken by 
dental hygienists when they are providing supportive periodontal therapy for patients with 
dental implants. Whilst non-surgical treatment has been shown to be effective in resolving 
peri implant mucositis by helping to resolve local inflammation in the periimplant tissues, it 
does not reliably resolve PI, as shown in several systematic reviews. 44, 46 PI should best be 
managed surgically.  
 
When the surface of the implant is not completely clean, the desired goal of achieving re-
osseointegration of the implant after decontamination is difficult or impossible to achieve. 47 
The reasons include the challenges of biofilm removal from the surface of the implant, and 
alterations of the implant surface caused by the cleaning procedure used. 48 This is true 
whether guided bone regeneration (GBR) is used with or without bone grafting. 
 
Regardless of the pathogenicity of bacterial species growing on the implant, and akin to 
periodontitis, treatment of PI is focused on the removal of bacterial deposits from the implant 
surfaces. Where re-osseointegration of the fixture is the goal, the desired standard is 
removal not only of viable bacteria but all traces of bacterial debris and their toxins, in order 
to maximize the likelihood of success. 
1.8 Methods for implant surface debridement 
 
Implant surfaces are notoriously difficult to clean. 49, 50 The difficulty in cleaning the surfaces 
of titanium dental implants lies in the complex topography of the implant surface, as is 
readily apparent at high magnifications (such as those used in Fig 1.1).  Most implants have 
threads at the macro level (e.g. Figure. 1.1A and B), which impede with the action of hand 
scalers and ultrasonic scalers, so that they only touch the outer parts of the threads but do 
not reach areas between the threads. On the microscopic level, a highly roughened surface 
has a larger surface area than a smooth surface. Areas of roughness can be an obstacle to 
the removal of bacteria and their products, as rough surfaces defy effective debridement by 
mechanical means alone. 50 
 
1.8.1 Debridement instrumentation 
 
Various methods have been examined for their effectiveness in removing the biofilm and 
debris from implant surfaces, including ultrasonic scalers, steel, titanium and Teflon® 
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curettes; air powder abrasion or particle jet devices; abrasive and polishing rubber cups; 
and brushes. 51 It is known that both metal tip ultrasonic scalers and stainless steel hand 
scalers damage and scratch the surfaces of Ti implants, 51-53 and their use is thus 
contraindicated. 52 Furthermore, plastic hand scalers have been shown to leave residual 
scaler material on Ti implant surfaces during use. 54 Examples of typical damage to surfaces 
from ultrasonic scalers are shown in Figure 1.2 (panels E-F), which also show residual 
bacteria and biofilm matrix which persist on the surface despite intense professional 
cleaning.  
 
Within the group of conventional instruments, particle jet or air-powder polishing methods 
have been shown to provide the most effective cleaning option to date. 48, 55 The range of 
available particles for such devices includes aluminium oxide, calcium carbonate, sodium 
bicarbonate, and glycine. 55 Several manufacturers have fabricated tip designed to apply 
the particle jet into subgingival implant surfaces, however the pattern of the threads causes 
many regions on the surface to be protected. Air-powder abrasion can round off sharp 
projections on an implant surface. 51 
 
 
Some implant designs use a smooth collar near the attachment point for the overlying 
crown, which is designed to be easier to clean by tooth brushing and reduce the risk for 
biofilm colonization. Hand and ultrasonic scalers can readily scratch this smooth surface, 
with the resultant scratches promoting the growth of biofilms in the supragingival areas. As 
this matures, it can track down the protected areas of the grooves and scratches created 
by dental instruments to penetrate into the subgingival environment, where it can then 
become established on the threads, leading to PI. For this reason, plastic curettes and 
rubber polishing cups are recommended for the removal of plaque from smooth implant 
































Figure 1.2. Rapid development of bacterial biofilm on dental implant surfaces. A, Pristine 
surface of a new Nobel Biocare™ implant. B, The same surface after 4 days incubation in 
Brain Heart Infusion broth inoculated with human saliva. C, 4 day biofilm on the surface of 
a Southern™ implant grown from a human saliva inoculum, which shows similar 
characteristics to image B. D, Biofilm between the threads of an implant which was removed 
from the mouth because of PI, which had led to bone loss and eventual failure of the implant. 
E, Damage to an abraded titanium surface (Southern implant) caused by an ultrasonic 
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scaler with a metal tip used for 60 seconds to remove biofilm. F shows a high power view 
showing bacteria still present and surface damage (flattening of irregularities) on different 
types of micro-roughened titanium surface after using an ultrasonic scaler. 
 
1.8.2 Cavitation-based approaches 
 
Ultrasonic scalers have been used in dental practice for the removal of dental biofilms on 
the root surfaces of teeth. 56 Modern ultrasonic scalers fall into two main categories: 
piezoelectric and magneto-strictive devices. A part of their cleaning action is through 
vibrational energy which shatters any calcified hard deposits. Only the tip of the ultrasonic 
is considered active, thereby effective debridement is limited by how much contact the tip 
has with the surface area of the tooth. 56 Traditional ultrasonic inserts are made from 
stainless steel, and these damage implant surfaces through a mechanical vibrating contact 
action. 53 Typical patterns of surface damage are shown in Figure 1.2E. The hardness of 
the ultrasonic tip has also been a suggested variable to potentially modify the implant 
surface. 57 
 
The mechanism of the ultrasonic tip against an implant surface usually results in a cavitation 
approach as it would be in for teeth 58, however an ultrasonic tip coated in a plastic insert 
may possibly leave a plastic residue behind on the treated surface 58, 59. Yang et al also 
suggested that using a plastic based scaler, regardless of whether if it was a hand curette 
or ultrasonic tip, would leave plastic residue on rough Ti surfaces despite those surfaces 
being rinsed with water for 10 seconds. 59 
 
Ultrasonic scalers create cavitation, with the resultant shock waves from explosions and 
implosions disrupting bacterial cell walls. The accompanying stream of irrigation fluid water 
both cools the tip and introduces air and thereby oxygen to the area. The movement of fluid 
can help remove endotoxins from surfaces. 60 A number of manufacturers have released 
so-called ‘implant safe’ ultrasonic tip inserts for use in both implant maintenance and for the 
treatment of PI. These tips are usually made of carbon fibre, titanium, Teflon®, graphite or 
plastic. A number of studies have demonstrated that ultrasonic tips designed for implant 
maintenance do not cause significant damage at the macroscopic level. 48, 60, 61 
 
Paradoxically, some investigators have proposed the use of instruments that deliberately 
flatten the microscopically rough implant surface to reduce its roughness and thereby area 
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available for the attachment of bacteria. 62, 63 This appears to be a compromise since the 
original goal has always been to remove biofilm without causing any surface modifications.  
 
In terms of clinical outcomes, Karring et al. treated patients diagnosed with PI, and cleaned 
the implants either with an ultrasonic scaler or plastic hand scalers. They found no clinically 
relevant difference in the outcomes obtained. 64 No instrumentation applied by the 
dentist/hygienist can resolve PI (or periodontitis) if the oral hygiene of the patient remains 
poor, and bleeding scores remain high, which indicates persisting biofilms and persistent 
inflammation. 8, 65  
 
Despite the advent of new ultrasonic scaler inserts made of titanium, plastic or graphite, the 
general consensus in the literature is that ultrasonic scalers have the same fundamental 
limitations as hand instruments in that they cannot access the undercuts of the implant 
found between the threads. 38 Their zealous use causes surface alternations. 66 Moreover, 
the treated surface is not yet biologically compatible, since biofilm and endotoxins remain. 
67 
 
There may be changes in the surface roughness once an implant surface has been 
instrumented with an ultrasonic instrument, because of the instrumentation flattening off 
surface projections and thereby reducing the surface roughness. On the other hand, if the 
surface was smooth to begin with, any instrument that scratches the surface will increase 
the roughness of the surface and thereby make it more plaque retentive. 68 
 
Overall, despite ultrasonic scalers being used to debride enamel and roots in a relatively 
safe manner, there are concerns over their use on titanium implant surfaces since even 
when used at minimal power settings, with light pressure and when fitted with soft inserts, 
they can still modify the original surface topography and leave residues on the surface. 57, 
58, 69 
1.8.3 Particle jet systems for the removal of biofilm (Air polishing/Air abrasion) 
 
Particle jet (air polishing /air abrasion) units have been marketed for the treatment of the 
roots of teeth affected by periodontal disease, because of their ability to disrupt biofilms, 70 
whilst causing relatively little damage to the roots of teeth or the adjacent oral soft tissues. 
71 They are well suited for repeated use at the same site. This is in contrast to hand 
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instruments which when used repeatedly on the same root surface can cause significant 
removal of tooth structure. 71, 72 
 
The principle behind particle jet devices is that steady flow of compressed air accelerates 
abrasive particles which then impact into the tooth surface. 73 These cause microscopic 
fractures and abrade deposits, including biofilms and extrinsic stains. Ideally, the powder 
used should not damage the target, and preferably would also exert some modest 
antibacterial actions. 71 A number of manufacturers now produce particle jet devices and 
powders for different periodontal applications.  
 
The tip designs used for particle abrasion vary according to the mode of clinical application 
(supragingival or subgingival), since these require different angulations for applying the 
central beam of the particle jet spray at an appropriate working distance from the surface 
being cleaned. The powders available vary in their particle size, shape, composition and 
density. 73 Typical powders are sodium bicarbonate, calcium carbonate, bioactive glass, 
pumice and glycine. 72 Both the selection of powder type and the application method used 
influence the effectiveness of biofilm removal, as well as the potential for tissue harm. 71 
Logically, one would want to avoid powders which are harder than grade 4 or 5 titanium, as 
these could easily damage the surface and roughen it even more, enhancing the problems 
caused by the attachment and growth of bacteria once the surface has become roughened. 
74 This is exactly the same issue as discussed earlier for stainless steel instruments such 
as ultrasonic scalers and hand scalers, which will damage titanium implant surfaces. 75 
 
The first study of implant surface debridement using a particle jet device was undertaken 
by Barnes et al. in 1991. 76 Since that time, numerous studies have examined the effects of 
particle jets on implant surfaces. Most in vitro studies and narrative reviews based on these 
have concluded that particle jets are a relatively safe means of decontaminating a titanium 
implant surface without causing major modifications to the surface. 55, 77 When compared to 
other conventional instruments, the particle jet approach is appealing as it may be better 
able to reach into less accessible areas and clean more surface area in the same amount 




The extent of implant surface damage is influenced strongly by the choice of abrasive 
powder, with sodium bicarbonate and aluminium oxide (alumina) powders being more likely 
to damage the implant surface than glycine. 55 There has been emerging support in the 
most recent literature for the use of glycine powder as the particle material of choice, due 
to it exerting bacteriostatic actions when used at a 10% concentration, 78 being suitable for 
use at low air pressures (and thus giving a low risk of air emphysema), 79 and causing less 
damage to implant surfaces than sodium bicarbonate. 55 
 
An important consideration is the effects of particles used for cleaning on the 
biocompatibility of implant surfaces. Koishi et al. showed that glycine was better than 
sodium bicarbonate, and recommended that at a small particle size (25-50µm), glycine 
should not modify dramatically the original surface, 80, 81 despite causing ‘rounding’ of rough 
peaks on the surface. Such rounding effects are likely when the particles used are calcium 
phosphate or hydroxyapatite.  
 
A recent review recommended the subgingival application of glycine powder for 5 seconds 
as being long enough to remove biofilm and reduce bleeding scores at sites of PIM, as a 
preferred approach over mechanical debridement using curettes. 82 However, other authors 
have reported that glycine particle jets are no better than routine non-surgical debridement 
when used in PIM cases, but one has to consider that a small sample size may account for 
lack of a significant change in clinical parameters such as bleeding, plaque and probing 
scores, due to lack of statistical power. 83 It is unclear at present whether glycine particle 
jets are suitable for the resolution of PI or PIM, since complete disease reversal has not 
been commonly observed after treatment, 82, 84 even when an open (surgical) approach was 
adopted. 85 It also remains unclear whether improved oral hygiene and/or the modification 
of the implant surface to allow for better cleaning are more important than the application of 
a subgingival powder, for the desired outcome of the improving gingival health and reducing 
bleeding scores around implants. 82 A recent systematic review concluded that air-powder 
abrasive systems used with either sodium bicarbonate or glycine can effectively debride 
smooth as well as acid etched/grit blasted implant surfaces without causing extensive 
changes to the surface topography. 48 
 
Removing all bacteria and debris from the implant surface is regarded as essential for re-
osseointegration. Decontamination of the implant surface with dental curettes or air powder 
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abrasion devices does not, however result in a sterile surface. 86 Likewise, decontamination 
and detoxification of an implant surface cannot be achieved with hand curettes regardless 
of whether an antiseptic/biocide is also used. 43 
 
1.8.4 Laser based approaches  
 
As discussed above, the complete removal of biofilm from titanium implants has proved 
elusive to date. Traditional dental instruments used to debride root surfaces have proved 
particularly ineffective when applied to implants. 46, 87, 88 Lasers have been suggested as an 
alternative means of decontaminating dental implants, with some studies using Er:YAG 
lasers showing nearly complete removal bacteria and debris from titanium surfaces. 43, 49 
The logic behind using lasers relates to the various photothermal bactericidal effects of laser 
energy, as well as to the ability of some lasers in the middle and far infrared spectrum to 
create photomechanical effects by generating cavitation in water or water-based fluids. 89  
 
The three dimensional effects created by the scatter of laser energy, when combined with 
the shear forces generated by cavitation from a static laser tip would seem to be a very 
promising approach to surface debridement. The scatter of laser energy from a 
microscopically rough surface would enhance the extent of photothermal disinfection 
achieved, so that under certain conditions laser treatment could render the implant surface 
not only decontaminated but also sterile. This stands in marked contrast to the effects of 
hand or ultrasonic scalers or particle jet devices, none of which can produce a sterile 
surface. 86 Likewise, decontamination and detoxification of a titanium implant surface cannot 
be achieved with hand curettes alone. In contrast, with a laser, the ability to decontaminate 
the implant is limited primarily by the degree of access that the laser energy has to affected 
implant surfaces. 43 
 
The choice of system used to deliver laser light then becomes an important consideration, 
with aspects such as the physical size and light distribution properties of the sapphire tips, 
glass and non-glass optic fibres, or hollow waveguides used to deliver laser light having an 
effect. 90 
 
The ability to sterilize the implant surface using laser energy would enable a range of 
methods to be used subsequently in therapy. Guided bone regeneration or bone grafting to 
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treat peri-implant bone loss both require a meticulously clean implant surface in order to 
achieve a good outcome. 91 Romanos et al. established that cell attachment and morphology 
after laser irradiation is equal to that of sterile implant surfaces. 92  Kriesler et al. examined 
the biocompatibility of contaminated implant surfaces after treatment with either air-powder 
abrasion or the Er:YAG laser. 93 The lowest cell growth and proliferation was seen for 
contaminated Ti surfaces, while cell growth was significantly greater on sterile (new), air 
powder treated, and Er:YAG laser-cleaned surfaces. 93 
 
Infrared lasers can exert powerful photothermal effects which can inactivate or destroy 
bacteria. The highly water absorbing far infrared energy from a carbon dioxide laser has 
potential application for destruction of bacteria. Deppe et al. found that the carbon dioxide 
laser when used for disinfection and when combined with soft tissue resection gave faster 
initial healing than conventional decontamination with soft tissue resection. 43 Nevertheless, 
the long term outcomes were not significantly different, particularly when bone levels were 
compared after 4 years. The authors of this study also pointed out that the shape of the 
defect could prevent perpendicular delivery of laser energy, and that optimal therapy with 
this laser when used for disinfection would require changes to the delivery system of the 
laser to make it side firing. They also noted that bleeding from the surgical site during the 
procedure would have reduced the amount of laser energy reaching the implant surface, 
and this attenuation by water absorption may have put the actual levels of energy well below 
those required for sterilization.  
 
As well as the Er:YAG and carbon dioxide lasers already mentioned, other lasers have been 
found to be of benefit in the treatment of PI.  Bach et al. found that near infrared diode laser 
irradiation reduced the rate of recurrence of PI to only 7%, most likely because of the 
disinfecting action of this laser. 94 Likewise, several wavelengths of laser light have been 
shown to impede the progression of bone resorption in PI treatment regimens. 95-97 
 
1.8.4.1 Guided Er: YAG lasers for implant surface decontamination   
 
Sterilization and cleaning of implant surfaces by infrared lasers has been demonstrated in 
several reports, 50, 89, 98 and surface decontamination has been reported for both CO2 and 
Er:YAG lasers. Bone has been found to reattach to implants after infrared laser irradiation 
in a PI models in dogs, suggesting that laser treatment leaves a biocompatible surface. 99, 
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100 While laser irradiation can rapidly reduce the bacterial load on an implant surface, it may 
not be able to render the surface sterile in all circumstances, depending on the geometry of 
how the laser light interacts with the biofilm on the implant surface. The ability of laser 
irradiation to reduce bacterial viability is influenced by the implant surface roughness.  
Kreisler et al. 91 found greater bacterial killing for laser energy delivered at right angles to 
the surface for microbial deposits on smooth surfaces, and lower effectiveness for those on 
rough surfaces. They also showed that intensity (power density) strongly influenced the 
disinfecting action. The importance of power density is also relevant to the range of laser 
actions including selective photo-thermolysis. Laser power density has to be optimized for 
bactericidal effects. There is some evidence that an 808 nm diode laser could 
decontaminate the titanium surface of an implant and thereby inhibit LPS-induced 
macrophage activation and help resolve the local inflammatory response. Any low level 
laser (bio-stimulation) effects of this nature are very highly correlated to power density as 
well as irradiance (total exposure). 101 
 
In order to optimize the effect of laser energy, it is important to achieve a side-firing effect 
so that laser light applied using a fiber which is parallel to the long axis of the implant is 
directed onto the implant surface at an optimal angle. Simplistically, one could consider this 
angle to be 90 degrees to the surface, however the presence of micro- or nano- roughness 
on implant surfaces means that a spread of angles should be even more effective. 
Depending on the laser wavelengths used, the optical fibres used to deliver energy to the 
side of a dental implant may be plain glass, glass which has been modified with fluoride, 
germanium, or other dopants to enhance infrared light transmission, or fibres made from 
rare earth element compounds such as germanium or gallium oxides. The latter are used 
with middle infrared lasers (Er:YAG and Er,Cr:YSGG). 
 
Fibres with plain 90 degree ends (from a right angle cleave of the fiber) emit light with a 
typical divergence of 18-20 degrees. Cone-shaped, periscope and other specialized 
applicators have been developed for the ends of optical fibres, to make them have 
enhanced side firing actions. 102 An alternative approach is to modify the end of the fibre 
itself, through various physical processes such as acid etching and particle abrasion. 102 
Using such methods, it is possible to create radial firing tips with cone-shaped ends to 
provide a broader pattern of light collection and emission than a right angle cleaved end. 
An interesting modification to the surfaces of glass and ceramic optical fibres involves the 
combination of various processes including tube etching, particle abrasion and further 
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etching, which creates unique surface architectures known as “honeycomb” surfaces, which 
increase transmission and collection of visible red and infrared light. 103, 102 Various 
modifications of the parameters used for this technique are required for doped glass fibres 
(e.g. a longer primary etch stage for fluoride-doped glass), or for fibres containing 
germanium.  
 
The applications of such honeycomb surfaces include broad lateral dispersion of visible red 
light as well as near and middle infrared light, for photodynamic and photothermal 
disinfection of subgingival areas and confined spaces, including biofilms present inside the 
root canals of teeth. Because of the wide spread of energy from these specialized fiber 
ends, there is less thermal stress in adjacent hard and soft tissues. 104 Such fiber ends can 
also be used for fluorescence detection of biofilms on complex surfaces, including those 
which are only several cell layers thick, and of free-floating planktonic bacteria, allowing 
autopilot guided debridement of the surface. 105 
 
1.8.4.2 Laser-induced damage to implant surfaces 
 
An important issue to consider with lasers is whether irradiation causes adverse changes 
to the implant surface. 89 One would expect that higher peak powers would cause greater 
alterations, and this has been shown for CO2 lasers, which are known to cause undesirable 
implant surface alterations when used in the super-pulsed mode (when there are very high 
peak powers), however little or no damage occurs when the same laser is used in 
continuous wave mode. 106 Likewise, the Er:YAG laser, which normally operates in free 
running pulsed mode, can cause damage to titanium surfaces when used at very high pulse 
energies or peak power settings. 93, 107 Such areas of damage have a melted volcanic 
appearance, which contrasts with the adjacent surface (Figure 1.3). For this reason, laser 
parameters such as peak power must be kept below the point where melting or surface 






Figure 1.3: Laser debridement. A, Four day old biofilm growing on micro-rough abraded 
titanium surface, prior to laser treatment. The biofilm was established using the methods 
discussed in Chapter 4 from a saliva inoculum. Individual bacteria are embedded into a 
dense matrix. The scale bar represents 2 m. B, The surface after application of 120 mJ 
Er:YAG laser pulses with a fine mist water spray. The original abraded surface can now be 
seen (1), as well as a large central area where the titanium surface has been melted by 
laser pulses (2), and regions with remaining biofilm which have not yet been treated (3).  
 
 
A further issue when using a powerful laser is the possibility of adverse thermal effects on 
bone. If the laser energy is absorbed strongly into titanium (as occurs with the Nd:YAG laser 
at a wavelength of 1064 nm), not only can the surface be damaged, but the heat generated 
can be transferred to the adjacent bone. 108 For safe clinical use, the temperature elevation 
which occurs in the peri-implant bone as a result of laser irradiation should be less than 10 
degrees Celsius, since bone temperatures of 47 degrees Celsius or above may result in 
bone necrosis. 109 Using fibres and tips which emit laser energy in a side-firing manner 
lowers the total irradiance of the bone, whilst still achieving even irradiation along the length 
of the exposed threads. 90 Low average powers will also preserve the morphological and 
chemical characteristics which provide titanium with its excellent biocompatibility. 
 
In summary, the concept of using lasers to treat implant surfaces seems promising, however 
certain technical issues remain to be addressed, including controlling the laser effect (for 
example, through fluorescence feedback), achieving the correct geometry for delivery of 
laser energy (such as by using side firing fiber tips), and controlling undesirable thermal 
effects on the titanium surface and on the adjacent supporting bone. 90-92 Laser treated 
surfaces have high biocompatibility, as shown in laboratory and clinical studies. 94-96, 110 
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1.9 Electrochemical disinfection using electrolysis  
 
The concept of electrochemical disinfection is a very recent development in the quest to 
find a better method for implant biofilm removal. This approach uses electrical current to 
disrupt the physical structure of the biofilm and/or to detach the biofilm from the surface of 
the metal. Conventional chemical approaches do not penetrate to the full depth of the 
biofilms, and they struggle to achieve sufficient levels of kill because the susceptibility of 
bacteria in biofilms to common biocides is reduced by 500-5000 times compared to bacteria 
in the free floating planktonic form. 111 As the biofilm on implant surfaces is a diverse 
community, using just one biocide is unlikely to be effective. 112 
 
By understanding the structure of the biofilm and where it is the weakest, a targeted 
approach can be applied to disrupt the biofilm on a cellular level. This is where the concept 
of electrolysis becomes relevant. Because the extracellular polysaccharide (EPS) matrix of 
a biofilm is electrically charged, when an electrical current is applied through the biofilm this 
may disrupt the EPS. Electrical current may also enhance the penetration of certain charged 
biocides into the biofilm. 113 
 
Electrical current can flow through titanium implants. Titanium as a metal has an electrically 
conductive nature, so it should be possible to pass an electrical current through it and 
therefore through any overlying biofilm, with the aim being to cause disruption and removal 
of the attached biofilm without any physical debridement being required, and without 
causing clinically significant damage or modification to the fixture surface. 114, 115  
 
1.9.1 Electrolysis reactions  
 
Application of direct current voltages above 1.23 volts causes decomposition of water into 
oxygen gas (from oxidation at the anode) and hydrogen gas (from reduction at the cathode). 
Rabininivitch and Stewart demonstrated electrochemical disinfection of on biofilms of 
Staphylococcus epidermidis grown on a stainless steel anode, 116 noting that after 30 
seconds much of the biofilm was visibly removed, and there was a 4 log reduction in viability. 
116 How these types of effects could be applied to titanium surfaces has not yet been 





Bearing in mind that in the clinical situation the fluid environment around an implant fixture 
is not pure water but a physiological solution containing sodium, potassium, chloride, 
bicarbonate and other ions, the effects of electrical currents are more complex. For 
example, in the presence of saline (sodium and chloride ions in water), the reaction products 
include chlorine gas (at the anode) and hydroxyl ions (at the cathode, from aqueous sodium 
hydroxide). Both hydroxyl ions and chlorine gas can have powerful disinfectant actions. 
Adding to this, the generation of bubbles of gas would in itself have some physical disrupting 
effect on biofilms, as has been suggested by Mohn et al. which could aid in detaching biofilm 
from the surface.117 
 
As already mentioned, the antimicrobial effects of charged biocides could be enhanced by 
the use of an electrical current through the biofilm, and this has been termed the ‘bioelectric 
effect’ (discussed further below). 113 Thus, by a combination of different actions, applying 
electrical current could augment or even replace traditional approaches to biofilm removal 
from titanium dental implants. 117 If properly controlled, the generation of chlorine gas at the 
cathode could help disrupt biofilm or cause it to detach from the surface, thereby giving a 
level of disinfection of the implant surface. 117 The pH environment of the biofilm will also be 
altered because of electrochemical effects including production of hydroxyl ions at the 
cathode, which could affect its viability. 
 
Past work for electrolysis has employed high voltages (i.e. well above the critical breakdown 
voltage of 1.23 volts), because a belief that higher voltages (the so-called “overvoltage 
effect”) will enhance the reaction rate. However, the use of high voltages raises concerns 
for safety for any clinical application. An alternative approach is to use voltages at or below 
the level where water electrolysis reactions are triggered. Hypothetically, in the presence of 
saline, it should be possible to gain the benefits of electrochemical effects at a very low 
voltage, around 1 volt DC. At such low voltage levels it is then necessary to determine what 
level of current is required (in milliamperes). No past studies have not shed light on what 
level of current flow is critical for biofilm removal. 114, 115, 117, 118 
 
Another limitation of past work has been the lack of complexity of the biofilms used, as 
previous authors have used single or dual species biofilms grown on titanium surfaces using 




The use of electrochemical processes for disinfection has potential for use both as a clinical 
intervention as well as a strategy which could be enacted by patients in their own mouths, 
provided that a suitable source of low voltage direct current can be provided. As a method 
to extend the existing range of options, the use of electrical current has appeal because of 
its simplicity and because it could augment other methods such as biocides, particle jets 
and mechanical instruments. It could, for instance, serve as a second step to follow 
treatments such as particle jets. Likewise, the possible use of electrochemical processes in 
the home oral care environment is interesting, since this could be done between 
professional hygiene appointments – and could begin from the time of implants becoming 
exposed to saliva. Newly inserted implants have been reported to develop a subgingival 
biofilm within four weeks after placement, 27 which then can progress to biological 
complications within three years of function. 119 An intraoral device based on an 
electrochemical disinfection concept could delay biofilm maturation by dispersing biofilm off 
the surface of the fixture and attached metallic abutment at periodic intervals. The 
appropriate parameters would need to be determined, so that there was no loss of some of 
the titanium surface itself through electrolytic corrosion. It remains to be determined how 
electrical effects influence the integrity and biocompatibility of the oxide layer.  
1.9.2 The bioelectric effect  
 
In 1992, Blenkinsopp proposed that applying a small electrical current could enhance the 
effects of an antimicrobial agent, 113 and this was termed the ‘bioelectric’ effect. 113 A 
constant low current applied at a voltage well above the electrolysis threshold of water has 
been shown to remove up to 80% of the adherent biofilm from a conductive material after 
20 minutes of treatment time. 120 It is also known that a low electrical current flow (1.5-10 
mA) through titanium is able to enhance the antibacterial effects of chlorhexidine. 121 Al-
Hashedi et al. applied a current of 2.3 mA for 5 minutes at 1.8V and showed a reduction in 
bacterial viability and in the number of attached bacteria on an implant. They went on to 
suggest using a titanium brush first and then following this with electrochemical disinfection. 
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1.9.3 Chemical reactions in electrochemical disinfection 
 
The mechanisms by which electrical current can affect EPS and cells within biofilms are not 
as yet understood fully. Other than the generation of hydroxide ions and chlorine gas as 
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already discussed, there are other mechanisms which be operating such as effects due to 
surface charge. Changes in charge influence the binding and attachment of bacteria. Once 
attachment of bacteria onto the surface has occurred, biofilm then accumulates and 
matures, and the nature of the original surface becomes a less important factor. 125 
Following this line of thinking, Busscher et al. have suggested that the weakest link in a 
biofilm is the bond formed between the initial colonizing bacteria and the surface, and this 
bond is prone to disruption by the low of an electrical current. 122 
 
As mentioned previously, the electrolysis of NaCl in water will generate sodium hydroxide 
and chlorine gas. There are also possible downstream chemical reactions for other reaction 
products which could generate reactive oxygen species,123 or hydrochloric acid. 123 
 
1.10.1 Overall objectives:  
 
Non-surgical management of PI has to date been unpredictable in terms of achieving key 
objectives such as resolving inflammation and bleeding on probing, and improving clinical 
attachment levels. 124-126 There remain considerable gaps in the literature regarding 
effective methods for managing biofilms who do not involve surgical access to the 
subgingival regions of the implant. Table 1.2 below summarizes areas of previously 
published work, and identifies areas which have not yet been examined closely. An 
important gap exists for how any particular method of debridement affects different types of 
implant surfaces. 
 
The series of experiments described in this thesis focus on non-surgical treatments. The  
rationale for this is that closed debridement/non-surgical approach can be followed by 
members of the dental team such as a dental hygienists and oral health therapists, 
recognising that cases of severe PI would always be managed by the dentist or dental 
specialist. The choice of methods examined in the thesis is therefore on approaches that 
could be utilised to remove biofilm from implants and thus cause resolution of soft tissue 
inflammation. The intention is that such methods if effective could reduce the need for 
surgical therapy.  
 
Froum and Rosen in 2012 proposed a classification for the severity of PI based on clinical 
factors such as probing depths and radiographic bone loss. 127 Their classification of ‘early’ 
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was for tissue loss measuring up to 4 mm in probing depth and less than 25% bone loss of 
the implant length radiographically; ‘moderate” was for probing depths up to 6 mm and 35-
50% radiographic bone loss; while ‘advanced’ was 8 mm probing depths and bone loss for 
greater than 50% of the implant length. All moderate to advanced cases should be referred 




Table 1.2: Summary of previously published work presented in a table. The clear (white) 
cells are where gaps in terms of knowledge of how the debridement technique affects the 





1.10.2 Proposed studies 
 
The work in this thesis is intended to add to the knowledge base regarding methods of 
removing biofilm from titanium implant surfaces that would be relevant to the clinical 
treatment of a surface of an implant afflicted with PI using a closed debridement approach. 
The thesis examines the performance of various debridement methods when used in 
isolation, however it is acknowledged that unless a particular method results in a perfectly 
clean surface, then these methods may need to be used in various combinations. The scope 
of the PhD work does not include open surgical debridement of the implant surface or 
implantoplasty, where the threads and other surface irregularities are removed using a bur 
to create a smooth surface. This invasive approach requires intervention by a dentist or 
dental specialist. Such procedures are outside the clinical scope of practice of oral health 
therapists. Closed debridement by an oral health therapist or dental hygienist can 
nevertheless support surgical treatments provided by dentists for PI.  
 
1.10.3 Hypothesis  
 
The overarching hypothesis for this thesis is that a range of alternative methods can be 
used for removing biofilm from the surfaces of titanium implant fixtures, without causing 
significant adverse surface changes. These methods include those based on mechanical, 
electrical (electrochemical), and optical (photomechanical and photothermal) effects. 
 
1.11 Aims  
 
This project has the following aims: 
 
1. To develop in vitro methods for biofilm generation on dental implant surfaces suitable 
for the study of novel methods of debridement. 
 
2. To assess the performance of novel and established methods for the debridement of 
dental implant surfaces. 
 
3. To employ both quantitative and qualitative methods to assess dental plaque biofilms 




1.12 Clinical significance 
 
While devices and methods for professional implant maintenance are constantly being 
developed, further work is needed to assess the performance of these methods, in order to 
choose those that are suitable for debridement of all types of implant surfaces. At present, 
it is unknown which debridement approaches will provide the best method for biofilm 
removal, without causing adverse changes to the implant surface. The results of this thesis 
could help inform clinicians and manufacturers regarding the choice of methods for different 













Surface preparation methods for producing 




2.1 Introduction:  
 
Dental implants are manufactured from commercially pure titanium or titanium alloys. 
Titanium was introduced in the 1950’s and since has become a popular implant material 
because of its excellent biocompatibility and mechanical properties. In the original implant 
protocol of Brånemark, the titanium was shaped on a lathe and the resulting rod shaped 
fixture had a smooth surface from the machining process. When inserted into the bone, a 
period of 3-6 months was allowed for osseointegration. 128 The original surface roughness 
(Sa) value for the machined titanium surface was reported as 0.9 µm. 1 
 
Modern moderately roughened surfaces: 
 
The majority of implants used today have textured surfaces produced by techniques such 
as abrasive particle jets, acid etching, anodic oxidising, and laser etching.2 The surface 
roughness of modern implants falls into three categories according to their surface 
roughness: smooth (Sa less than 0.5 µm), minimally rough (Sa from 0.5-1 µm), and 
moderately rough (Sa from 1-2 µm) and rough (>2 µm). The surfaces of most current 
implants fall into the moderately rough category. 129 
 
Manufacturers continue to experiment with different types of surfaces, spurred on by growth 
in the use of dental implants. The dental implant market will reach an estimated worth of 
USD $4 billion by 2022, and it is projected to grow by 7% per annum worldwide. 130-132 In 
the Australian context, it was reported in 2014 that there an average of 75 implants were 
placed per 10,000 population. 133 In Europe, the implant market has been projected to grow 
at 5.22% over a period from 2014-19, mostly driven by major manufacturers such as 
Dentsply, Nobel Biocare, Straumann and Zimmer. 132 
 
Since the late 90s, implant research has focused on improving the rate of osseointegration 
by modifying the implant surface, by creating micron scale roughness, to alter the host 
reaction to the implant when the implant is placed. Immediately upon insertion into the bone, 
blood and proteins cover the surface, and the ensuing attachment of proteins and cells is 
critical for osseointegration. Different surface properties can alter cell signalling processes 
and so enhance healing, 129, 134 with the goal being to enhance bone formation and bone to 




After being shaped in a milling machine, modern titanium implants undergo one or more 
surface treatments to create the desired patterns of microscopic roughness. The most 
common method is particle jet abrasion with alumina or titanium particles, followed by 
etching in a mixture of hydrofluoric acid, nitric acid and/or sulphuric acid at boiling point. 135 
The resulting surfaces are quite different from the polished/machined surfaces. 1 
 
Another method of altering the surface is anodisation. The TiUnite™ fixture from Nobel 
Biocare, which claims to have a 30% market share worldwide, 131 has a porous rather than 
smooth surface, with an Sa of 1.1 µm, 129 and pores ranging from nanometres to several 
hundred micrometers in diameter. To achieve this surface, the titanium is first placed into 
an acidic solution, where it serves as the anode against a platinum cathode in a galvanic 
cell containing a mixture of phosphoric acid and various electrolytes. Following this, an 
electrical current is applied at a moderate voltage (100-250 V), 136 and this increases the 
thickness of the surface oxide later from 5 nm to around 10 µm. The thickness can be 
altered by changing the applied voltage, current flow, or the composition, pH or temperature 
of the electrolyte solution. 129, 137 
 
Another popular method of implant surface treatment is to combine sand blasting and acid 
etching to give the so-called SLA surface, which is highly conducive to the formation of 
bone and may reduce the required healing time before loading. 135 The abrasive used for 
the first step is typically aluminium oxide at medium to large grit (50-100 µm), to create 
valleys in the surface, 129 while the acid etching involves either mixtures based on 
hydrochloric or sulfuric acid, or a pickling treatment using hydrofluoric acid, sulfuric acid 
and/or nitric acid. The acid treatment removes surface contaminants, creates ‘micro-peaks’ 
and increases the surface roughness. Any alumina particles which have become embedded 
into the surface should then be dissolved away by the acid etching step. The final surface 
has a Sa value of 1.5-2 µm, as well as a high surface energy and reactivity. The surface 
has a series of microscopic pits 0.5-2 µm in diameter, and craters ranging from 20 to 100 
µm in diameter. 129, 138 If the acid etching is done using an elevated temperature, the surface 
oxide layer will be thicker. 137 Each manufacturer is expected to have their own in-house 
parameters for acid etching in relation to composition, temperature and concentration of the 
etchant solutions and the exposure times used to produce their unique implant surface. In 
addition, the final surface characteristics are also influenced by handling and storage of the 




An alternative to traditional corrosive mineral acids for titanium etching is Multi-etch, used 
as an alternative to hydrofluoric or nitric acids. 139 According to the MSDS, this etching 
solution is water-based and contains di-ammonium peroxodisulphate and sodium fluoride. 
140 Unlike hydrofluoric or nitric acids, Multi-etch does not pose considerable occupational 
health hazards and it does not need to be neutralized prior to being disposed of after use. 
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The nature of the surface is known to influence biofilm formation, and several authors have 
proposed that an increase in surface roughness and surface free energy enhances the early 
adhesion of bacteria to titanium. 141-143 such that the rougher the surface is, the more biofilm 
it will attract and support, irrespective of how hydrophilic the surface is. 143 A key point is 
that the ability to support biofilm growth is the primary consideration in peri-implant disease 
causation, not the roughness of the surface per se. 144 There is, however, a suggestion that 
that once disease has occurred, the rate of progression may be greater for implants with 
an anodized porous surface as compared to an SLA surface. 144 
 
Aims: 
1. To establish a process for achieving on titanium discs a surface similar to 
commercial dental implants for later studies of biofilm removal. 
2. To characterize the surfaces obtained using optical profilometry, scanning electron 




A total of 30 grade 4 commercially pure titanium (cPTi) discs (Ø 10mm) were used. The 
uppermost (smooth and unlabeled) surface was used for one of three treatments. 
 
Titanium discs were used since their surface is flat and therefore standardized for 
assessments of gross or macroscopic changes to surface topography. The discs were 
obtained from a commercial supplier (HLMET Co. Ltd, Shaanxi, China) and were provided 
with a machined surface, which had periodic markings typical of milling machine production.  
 
Group 1 (Polished): To establish a smooth surface as the platform for later modifications to 
the surface, the supplied discs with their machined surface were polished to give a 
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consistent starting point for the samples in Group 1. Ten discs were polished with a 
CarbiMet 600 grit (15 µm size) aluminum oxide paper abrasive disc (Buehler, IL, USA) at a 
rotational speed of 400 rpm until a visibly smooth finish was achieved. Following this, each 
disc was polished to a mirror finish with a slow speed handpiece rotating at 500 rpm using 
a prophylaxis rubber cup with pumice and then a fine prophylaxis paste containing 50 µm 
particles of aluminium oxide (Rolloblast, Renfert, Hilzingen, Germany).  
 
Group 2 (Abraded): Ten discs were abraded with 50 µm diameter alumina oxide particles 
(Rolloblast, Renfert, Hilzingen, Germany). Each disc was treated for two seconds at a 
distance of 10 mm using pressure of 3 bar, to create a visibly evident matte surface. The 
discs were then rinsed in distilled water then cleaned in distilled water in an ultrasonic bath 
at 45-50ºC for 15 minutes to remove embedded aluminium oxide particles.  
 
Group 3 (SLA): Ten discs were first polished as for Group 1, then abraded with 50 µm 
aluminium oxide particles as for Group 2, before being washed in distilled water and 
cleaned in an ultrasonic bath. After being dried, the discs were etched using Multi-etch® 
(Reactive Metals Studio, AZ, USA) for five minutes in a transparent plastic container. The 
etchant was kept at a constant temperature of 50ºC, and agitated using a magnetic stirrer. 
After a final rinse in distilled water for two minutes, the discs were left in a fume hood 
overnight.  
 
Optical profilometry:  
 
All 10 samples from each treatment group were assessed using non-contact optical 
profilometry, with an Olympus LEXT OLS4100 system (Olympus Corporation, Shinjuku-ku, 
Tokyo, Japan). Each scanned area covered 259 x 259 µm and the working distance was 
350 µm. The Z sequences of images were adjusted so the lower limits of the image was in 
focus and 229 steps were taken in a 9 µm depth, and this was generated using the 50x 
objective lens fitted with a Gaussian filter. Roughness measurements were collected under 
white light microscopy using the ‘Multi-Layer’ mode with the supplied Olympus LEXT 
software. Values for the arithmetic mean of the roughness area from the mean plane (Sa) 
were determined, as well as the maximum height of the surface (Sz), skewness (Ssk), the 
maximum peak height (Sp), the maximum valley depth (Sv), and the mean square 




Statistical analysis:  
 
Data from the 10 samples per group were used to calculate means and standard deviations 
in micrometers, and differences between the three groups were assessed using one way 
ANOVA. A probability value of P < 0.05 was used as the significance level. 
 
SEM and elemental analysis:  
Two discs from each group were mounted onto aluminium stubs using a conductive carbon 
tab, and viewed with a Field Emission SEM (Zeiss Sigma VP, Jena, Germany) at 
standardised magnifications (1000x, 5,000x, 10,000x and 20,000x) using secondary 
electron mode at an accelerating voltage at 15 kV under high vacuum conditions and a 
working distance of 10 mm.  Elemental analysis was performed using an energy-dispersive 
spectroscopy detector (XMax 50 Silicon Drift Detector, Oxford Instruments, Oxfordshire, 
UK) under high vacuum conditions.  
2.3 Results: 
 
Surface parameters:  
Data for surface roughness (Sa) are shown in Table 2.1. Within each group, the variation 
between the 10 samples was low, and the data sets followed a normal distribution indicating 
that a consistent surface preparation had been achieved. The Sa values were 0.58 ± 0.10 
µm for the polished group, 1.44 ± 0.12 µm for the abraded group, and 1.30 ± 0.17 µm for 
the SLA group. And the results did fit within the normal distribution of values as shown in 
Table 2.1.  
 
The root mean square roughness (Sq) was 0.70 ± 0.13 µm for the polished group, 1.87 ± 
0.14µm for the abraded group, and 0.74 ± 0.13 µm for the SLA group. With regard to the 
maximum height profile (Sz), the greatest peaks were found in the abraded group (21.33 ± 
1.88 µm), followed by the SLA group (17.62 ± 2.82 µm) and then the polished group (11.72 
± 4.21 µm). The same trend was seen for maximum valley depth (Sv), which was highest 
at 8.49 ± 1.27 µm in the abraded group, lower at 6.10 ± 2.52 µm for the SLA group, and 
least at 4.19 ± 2.30 µm for the polished group. 
 
The maximum profile peak (Sp) was also highest in the abraded group at 12.84 ± 0.92 µm, 
followed closely by the SLA group at 11.52 ± 1.09 µm, and then the polished group at 7.53 
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± 2.99 µm. The abraded group had the least sample to sample variation with the smallest 
SD value of the three groups. 
 
Considering the data for height characteristics (Ssk), there were more peaks in the polished 
group (0.23 ± 0.9 µm) followed by the SLA group (0.17 ± 0.38 µm) and then the abraded 
group (0.10 ± 0.10 µm), indicating that there are more valleys than peaks in the abraded 
group.  
 
Table 2.1: Surface topography at the micrometre level.  
Group Sa Sq Sz Sp Ssk Sv  
Polished (P) 0.58 ± 
0.10 µm 









4.19 ± 2.3 
µm 
Abraded (A) 1.44 ± 
0.12 µm 









8.49 ± 1.2 
µm 
SLA 1.30 ± 
0.17 µm 








6.10 ± 2.5 
µm 
Comparing 
all 3 groups 
P<0.001 P<0.001 P<0.001 P<0.001 NS P <0.01 
SLA vs 
Abraded 
NS P <0.01 P<0.05 NS NS NS 
SLA vs 
Polished 
P<0.001 P<0.001 P <0.01 P<0.05 NS NS 
Polished vs 
Abraded 
P<0.001 P<0.001 P<0.001 P<0.001 NS *** 
 















Figure 2.1: Light microscope images from the OLS4100 at 50x magnification for three 
different Ti surfaces. (A) Polished, (B) Abraded, (C) SLA. Scale bar is 50 µm. 
 







Figure 2.2: Reflectance of light showing surface height characteristics by colour. (A) 
Polished, (B) Abraded, (C) SLA. Green = a high peak surface, blue = moderate and purple 
= the lowest point of the step height. This was measured by the OLS4100 microscope at 









Scanning electron microscopy and elemental analysis:  
 
Polished group:  
These samples showed a generally smooth surface (Figure 2.3), with small scratch marks 
evident at 1000x, but other than faint scratch marks no other surface features were evident, 
even at high magnification (up to 20,000x). The elemental analysis showed that the surface 
was comprised of Ti (57.5%) and oxygen (41.4%), with only a trace of contaminating carbon 
(1.1%) (Figure 2.4). The irregularities on this polished surface were a result of the lathe-

























Figure 2.4. Elemental analysis of a polished disc from Grade 4 cPTi. 
 
 
Abraded group:  
These samples showed an irregular surface which appeared rough and irregular (Figure. 
2.5). At high magnification, occasional fragments of aluminium oxide abrasive could be 
seen embedded or trapped in the surface.  
 
The elemental analysis confirmed the presence of aluminium on the surface (Figure 2.6). 
The elemental composition was similar to the Southern ITC implant surface  























Figure 2.5. Abraded Ti surface. (A) 1,000x, (B) 5,000x, (C) 10,000x, (D) 15,000x. 
 
 






Table 2.2. Elemental composition 
Sample Surface Titanium Oxygen Carbon Aluminium 
Disc Polished 57.5% 41.4% 1.1% ND 
Disc Abraded 41.8% 43.2% 1.1% 13.9% 
Disc  SLA 57.8% 41.2% 1.0% ND 
Southern ITC 
(Abraded) 
39.0% 42.4% 2.5% 11.0% 
Straumann Standard 
(SLA) 
58.2% 41.0% 0.8% ND 
 
Data show elemental composition by percentage. ND = not detected. 
 
 
SLA group:  
 
As shown in Figure 2.7, the SLA surface displayed a honeycomb-like undulating etched 
surface. No residual particles of abrasive were seen. The surface exhibited nano-scale 
features when viewed at 20,000x magnification (Figure 2.7D). This SLA surface had similar 
topographical features to the Straumann SLA surface (Figure 2.9B) when viewed at 1000x. 
The EDX data indicate that after the application of the Multi-etch, residual alumina particles 
have been removed, since no aluminium was present and the surface was composed only 
of Ti (57.8%) and oxygen (41.2%), as shown in Figure 2.8. This composition is comparable 





           
















Figure 2.7. SLA Ti surface. (A) 1,000x, (B) 5,000x, (C) 10,000x, (D) 20,000x. 
 
 





















(A)   
(B)  
 
Figure 2.10. Elemental analysis of (A) Southern ITC implant surface (Abraded/Grit 








This study shows both quantitative and qualitative differences between mirror polished, 
matte abraded and SLA surfaces created on titanium discs, as well as similarities between 
surfaces created in the laboratory and those of commercial dental implants. The surfaces 
were characterised by SEM, 2D and 3D profilometry and EDX. Moreover, the same 
surfaces were used in a pilot study to establish a multi-species biofilm from saliva (Table 
1.1). Taken together these data indicate that the surfaces generated on flat titanium discs 
have microscopic features which are comparable to existing commercial implant systems 
(as shown in Fig. 1.1 A-G) and allow biofilm formation. The elemental composition of 60% 
Ti and 40% oxygen was strikingly similar between the different laboratory surfaces and 
commercial dental implants, with the single exception of the abraded surface where 
aluminium was present because of residual abrasive particles. 
 
The abraded surface created in the laboratory had similar features to the Southern ITC 
implant surface which was created by abrasion. The Multi-etched SLA surface had similar 
features to the Straumann implant surface, even though the micropeaks were not as 
prominent. 
 
At the qualitative level, the use of the Multi-Etch solution on an abraded surface gives rise 
to a textured surface with nano-scale features that are well controlled, etched over a longer 
period of time and reproducible, whilst avoiding the need to use corrosive mineral acids and 
extreme temperatures. This offers advantages from the standpoint of occupational health 
and safety. Previous attempts were made to create an SLA surface by etching using 0.1% 
hydrofluoric acid at room temperature for one minute, but the resulting surface did not 
resemble commercially available SLA surfaces (As shown in Appendix 2), and there was 
much variation in surface topography.  
 
In terms of quantitative differences between the three surfaces, the full range of surface 
parameters were assessed (Sa, Sq, Sv, Sz, Sq and Ssk). The Sa parameter describes the 
overall average roughness of the sample in the area being measured area, but it does not 
differentiate between peaks and valleys. Previously, Wennerberg et al. emphasized the 
benefits of undertaking an assessment which includes three rather than two dimensions, to 
gain greater information regarding height deviations. In other words, they proposed that 
average 2D measurements (such as Ra, Rz, Rv, Rq, Rsk) were not as informative as the 
45 
 
3D counterparts (Sa, Sz, Sv, Sq, Ssk). 129 S values are not influenced by the direction of 
measurement in a straight line.  
 
In the present study, the Sa values reflected the fact that the polished surface was the 
smoothest, the abraded surface the roughest, and the SLA surface created from sequential 
polishing, abrading and etching steps was intermediate between the two. 
 
The Sz parameter measures the ten-point height and measures the maximum profile height 
by adding the height of the largest peak (Sp) and largest valley (Sv). 145 The greatest value 
for Sz (21.33 ± 1.88 µm) was seen for the abraded surface, where the variation between 
the amplitude was the highest out of the three groups, consistent with this surface also 
having the greatest value for maximum peaks (Sp = 12.84 ± 0.92 µm), a deeper valley 
depth (Sv = 8.49 ± 1.27 µm) as well as greater skewness (Ssk = 0.10 ± 10 µm) compared 
to the other two groups.  
 
The biocompatibility of the SLA surface generated in the study is a matter of interest. This 
should possess a thin oxide layer, since the oxide layer will form spontaneously when 
freshly etched titanium is dried and then exposed to air and water vapour. The typical 
thickness of this layer under such conditions is up to 10 nm, and its presence is responsible 
for the titanium being corrosion resistant as well as biocompatible with bone. 148 An oxide 
layer thickness of 4µm is regarded as sufficient for osseointegration. Elemental analysis 
samples from within a surface layer so does not give an indication of the thickness of the 
oxide layer. The thickness of the oxide layer needs to be investigated further using 
appropriate methods such as X-ray photoelectron spectroscopy (XPS).  
 
To achieve a thicker oxide layer, etching protocols can be altered. For Multi-Etch, the 
information provided on the manufacturer’s website (www.multietch.com) states that etched 
titanium will produce an oxide layer which is 127 µm thick after 15 minutes in this solution. 
Therefore, an etching time of 5 minutes should produce an oxide layer which is 
approximately 42 µm in thickness. 139 
 
The focus of this part of the thesis was on the production of polished, abraded and SLA 
surfaces on titanium discs. Such surfaces could readily be produced on discs under 
laboratory conditions, and they align with the surfaces on common types of dental implant 
systems used both historically and at the time of the research being undertaken. It is 
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recognised that other types of implant surfaces also exist, and the replication of these 
surfaces under well described laboratory conditions would facilitate further work in the field. 
A challenge with implant systems such as TiUnite™ (Nobel Biocare) is that the surface 
characteristics cannot readily be replicated in the laboratory as the production method uses 
proprietary technology to coat titanium oxide onto the surface through spark anodization, 
with the intention being to make the surface an osseo-conductive ceramic biomaterial. 248 
 
2.5 Conclusion:  
 
When viewed by the unaided eye, the visible appearance of the SLA surface created using 
the protocol employed in this study resembles that of commercial implants with SLA 
surfaces in that it has a dull matte grey colour. Likewise, when examined by SEM the 
abraded and SLA surface resembled that seen on commercial implant fixtures, as seen in 
Figure 2.10. This complex surface should be suitable for the growth of complex multi-
species biofilms. The quantitative analyses of surface topography by profilometry showed 
little variation between samples with SLA surfaces, indicating that the surface treatment 
protocol provides a reproducible surface that is as rough and features micro topographies 










Mechanical debridement techniques 





3.1 Introduction  
 
As discussed in the Literature Review, dental implants have been used for over 40 years 
with good clinical success in most sites in the mouth. 146 Most often the material used for 
the fixture is commercially pure titanium (Ti) or a titanium alloy. These metals and alloys are 
biocompatible, corrosion resistant, lightweight, and durable. The surface can be plain or can 
be treated to create various textures without affecting its biocompatibility. 1, 4 
 
Whist a rough implant surface can assist in favourable osseointegration, it also provides a 
favourable microenvironment for biofilm formation. 4 In vivo studies have shown that 
bacterial colonization of rough Ti surfaces is greater than that of smooth Ti surfaces. 5 Once 
the biofilm has been able to establish itself, conventional methods of debridement are not 
effective for its removal. 8 The continued presence of this biofilm over time promotes 
inflammation around the implants, 147 which can cause local tissue destruction, 26 through 
the host response to periodontal pathogens. 148, 149 Different protocols for professional care 
have been suggested, but it is unclear at present which is the most effective. 37 
 
Greater bacterial adhesion will occur with increasing surface roughness, 5 and a number of 
authors have shown that more bacteria adhere onto a rough Ti surface compared to a 
smooth surface. 6, 7 Beyond a certain level of roughness, the rate of biofilm formation may 
not continue to increase. This threshold has been suggested to be a surface roughness (Ra) 
of ≤0.2 µm. 150, 151 
 
As discussed previously, attempts to remove biofilm from the threaded portions of implants 
with conventional instruments are likely to leave remaining biofilm. 48, 88 In particular, the use 
of plastic and metal curettes/scalers, rotating titanium brushes or ultrasonic scalers may give 
a surface which is not conducive to osseous healing. 67 Traditional treatment approaches 
for treating teeth with periodontitis cannot be applied in the same way to the rough threaded 
surfaces of implants, 8 because the implant surface structure provides protected areas for 
biofilms, making them inaccessible. Ultrasonic scalers and stainless steel hand instruments 
are not effective on implant surfaces with threads, and when used injudiciously they may 
also cause surface damage, 65 while still leaving biofilm behind. 49 The roughness of the Ti 
surface is a major obstacle for the effective removal of bacteria and their products. 57 Indeed, 
the macro and micro topographical features of modern implant surfaces defy effective 
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debridement by mechanical means. Although a number of in vitro studies have shown that 
the use of plastic instruments will leave remnants on a rough surface, 58, 59 the implications 
for this in terms of soft tissue responses has yet to be clarified. One study found that the use 
of plastic instruments do not adversely influence gingival fibroblast attachment. 152 
 
Instruments available for implant surface debridement: 
 
1. Ultrasonic scalers: 
Ultrasonic scalers are important instruments in periodontal therapy. 56 In studies conducted 
since the late 1980s, they have been shown to be as effective as hand scalers in removing 
calculus deposits from teeth, 153 as well as subgingival plaque. 56 They disrupt plaque 
biofilms on the surface of teeth by creating high vibrational energy, with cavitation and 
shockwaves which shatter hard deposits. 154 Their action also releases dissolved oxygen 
from water, which increases the oxygen tension and affects strict anaerobes. Effective 
debridement is limited by how much contact the tip of the ultrasonic scaler has with the 
surface of the tooth.  
 
Recently, scaler tips have been released for implant surface debridement, including those 
made from titanium, plastic or graphite. Nevertheless, these suffer from the same limitation 
as hand instruments in that they cannot access the undercut regions of threads. 48 A number 
of manufacturers have released so-called ‘implant safe’ ultrasonic inserts, 61 which are made 
of carbon fibre, silicon or plastic. There is some evidence that ultrasonic scaler tips designed 
for implant debridement do not modify the surface topography excessively. 48, 61 On the other 
hand, some investigators have proposed deliberately reducing the roughness of the implant 
surface to reduce the attachment of bacteria, using an open debridement (surgical flap) 
approach. 62, 63 
 
For rough implant surfaces, including SLA, a number of studies have reported that non-
metal hand instruments and ultrasonic scaler tips gave similar surface roughness to 
untreated controls. 145, 155 In contrast, using an ultrasonic scaler with a metal tip will result in 
a ‘flattening’ effect on microscopic surface projections, which reduces the overall surface 
roughness. Furthermore, it has been suggested that applying metal instruments onto 
smooth Ti surfaces will increase the surface roughness, regardless of whether the metal 




From a clinical perspective, several studies have compared hand and ultrasonic 
instruments. When the ultrasonic scaler was compared with a carbon fibre hand curette, 
Karring et al. found that both gave an initial reduction in bleeding on probing (BOP), but 
there were reductions in pocket depths or gains in bone levels after 6 months. 64 Renvert 
compared debridement of PI sites with ultrasonic scalers versus Ti hand scalers, and once 
again found no significant difference between these when oral hygiene remained poor and 
initial BOP scores were high. 8 
 
2 Hand instruments: 
Like stainless steel hand instruments, traditional ultrasonic scaler made from stainless steel 
damage implant surfaces. 88 Hand scalers cannot access threads and decontaminate 
surfaces of implants to an acceptable level for tissue compatibility. Remnants of biofilm will 
remain after their use, however, as is the case with root surfaces of teeth, it remains 
unknown how much biofilm can be tolerated after debridement. 156 In parallel with studies of 
periodontal instrumentation, the emphasis is on the removal of biofilm rather than the choice 
of instrument choice. 157 
 
2.1 Plastic curettes/scalers:  
Whilst plastic-based instruments do not result in surface modification around titanium 
abutments and implant fixtures, 53, 88 they leave residue inside the pocket or on the implant 
surface, 62, 160 which may act as a predisposing factor for the retention of plaque and thereby 
for the persistence of an inflammatory response. 158 Plastic-based instruments that are 
marketed as ‘implant safe’ are inferior to abrasive particle jets in terms of their ability to 
remove biofilm. 48 The residue from plastic instruments may impair healing and interfere with 
osseo-integration. 159 Because past studies that examine plastic hand instruments have 
primarily been conducted in vitro, the biological impact of plastic residues remains unclear.   
 
2.2 Carbon fibre (graphite) scalers:  
Graphite scalers are marketed as “implant safe” debridement instruments. From a practical 
perspective, they are thick and wide which makes their use difficult in peri-implant pockets. 
The graphite material is more rigid than the plastic used in plastic hand instruments, and is 
more prone to fracture at the shank if excessive pressure is applied. Their ability to remove 
biofilm removal is questionable because they suffer from the same issues as other hand 
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instruments, namely that the instrument cannot access undercuts of the implant threads, or 
come into sufficient contact with a microscopically rough surface.  
 
2.3 Titanium curettes/scalers:  
Titanium scalers range from titanium coated scalers to instruments made completely from a 
titanium alloy (usually grade 5). Some studies have suggested that these modify the implant 
surface excessively, 53, 88, 160 causing an increase in the surface roughness from an original 
smooth surface.  
 
3. Air polishing:  
Air polishing (particle jet / air abrasion/ air polishing) units have been marketed for the 
treatment of periodontal disease because of their ability to remove biofilms. 70 For a 
periodontal patient, air polishing can effectively remove supragingival biofilm from teeth 
without modifying or damaging the soft and hard oral tissues, 71, 161 while repeated 
instrumentation of the root surface to prevent further periodontal disease can result in 
significant removal of tooth structure from the root surface especially if the powder is sodium 
bicarbonate. 71, 72, 161 
 
The principle behind these particle jet systems is that a steady flow of compressed air 
accelerates particles in a medium grit powder (with or without water), which then impact on 
the surface being treated, causing fracture or abrasion of biofilms and stains. 74 Ideally, the 
powder used should not modify the existing hard or soft tissues, and should also exert some 
antibacterial actions. 161  
 
A number of manufacturers now produce different particle jet tips and powders for different 
periodontal applications. Tips vary according to their mode of clinical application (e.g. 
supragingival or subgingival), their recommended working distance from the surface being 
cleaned, the required application time and the preferred angulation for applying the particle 
jet. The powders available vary in particle size and shape 73 as well as in composition. 
Currently available powders include sodium bicarbonate, calcium carbonate, bioactive 
glass, pumice and glycine. 72 The variables of powder type and application method appear 
to influence considerably the both effectiveness of biofilm removal and the potential for 
tissue harm. 71, 161 
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As already mentioned, dental implants have a complex micro and macro-topography. On 
the one hand, the microscopic topography can be modified by the application of materials 
that are harder than grade 4 or 5 titanium. Once the Ti implant surface is modified, this 
increases the surface area and roughness, and has the potential to allow for enhanced 
attachment and growth of bacteria. 150 As already mentioned, stainless steel instruments 
such as ultrasonic scalers and hand scalers have all been shown to modify the implant 
surface.  
 
Implant surface debridement using a particle jet approach was first described by Barnes et 
al. in 1991, in a study which examined four different implant systems and exposed each 
sample to an air abrasion system from 0.5 seconds up to 10 seconds. When the samples 
were examined using scanning electron microscopy (SEM), no significant differences in pre-
treatment and post-treatment surfaces were found. 76 Since that time, numerous studies 
have examined the effects of air abrasion on Ti implant surfaces. Most in vitro studies have 
concluded that air abrasion is a safe treatment for decontaminating a Ti implant surface 
without modifying the surface excessively. 48, 55, 77  
 
From a profilometry perspective, air polishing of an SLA surface does not alter or increase 
the original surface roughness. 162-164  From an SEM perspective, air polishing with sodium 
bicarbonate powder causes rounding of microscopic sharp edges, but does not cause pitting 
or other gross modifications after 5 seconds, however surface changes can be seen after 
15 seconds with the same powder when applied at 52 PSI onto plasma sprayed or smooth 
surface implants. 164 
 
The extent of surface damage is influenced strongly by the choice of abrasive powder, 55 
with sodium bicarbonate and aluminium oxide (alumina) more likely to damage a Ti implant 
surface than glycine. 55 There has been support in the most recent literature for glycine as 
the air abrasion particle material of choice, due to it exerting bacteriostatic actions when 
used at a 10% concentration, 78 a low risk of air emphysema, 79 and a lower damage risk to 







4. Citric acid:  
The use of 40% citric acid has been recommended for debridement and decontamination of 
Ti implant surfaces, 165, 166 even though it does not always achieve complete removal of 
biofilm. 167 The chemical interaction between 40% citric acid and the titanium surface after 
1 minute results in changes such as pitting, an increase in the surface roughness, changes 
to the oxide layer and surface discolouration. 168 This may reflect the low pH (pH 3) of the 
solution causing etching of the Ti surface. 168 Using a live/dead staining model with an oral 
biofilm, 1 minute of non-agitated 40% saturated citric acid was found to exert a lower 
bactericidal effect than hydrogen peroxide, chlorhexidine or essential oils (Listerine). 169  
Moreover, in the clinical setting, the use of citric acid alongside biocides such as 
chlorhexidine or hydrogen peroxide is insufficient for maintaining decontamination of Ti 
surfaces over the long term. 170 
 
There are important limitations in past work regarding citric acid, including the ability of citric 
acid-treated Ti surfaces to support cellular attachment. 171 Little is known regarding citric 
acid effects on various types of implant surfaces. For example, Wheelis et al. reported the 
effects of various solutions on Ti surface roughness, but the starting point was a smooth 
rather than textured surface. 168 Because to date, there have not been any studies exploring 
how citric acid solutions affect abraded or SLA surfaces, this aspect will be addressed in the 
current study.  
 
5. Titanium Brush:  
Ti brushes have been used to physically debride implants. Typically these brushes are 
mounted in a slow speed handpiece and rotated at less than 900 rpm. 172, 173 In one study, 
the use of a Ti brush at 300 rpm for 40 seconds did not result in changes to surface 
roughness of Ti, as gauged using Sa and Sz values, but did create scratch lines on SLA 
surfaces. 174 A Ti brush may be more effective in removing biofilm than a stainless steel 
curette. 175 Furthermore, a Ti brush could be combined with other methods of biofilm removal 
or inactivation. For example, one study discussed its use in combination with photodynamic 
therapy for treatment of biofilms on either smooth or SLA surfaces. 172 Some authors have 
proposed the combination of using a Ti brush first followed by laser irradiation of the surface, 
the concept being that the brush will remove most of the biofilm, and the laser treatment will 




There are unexplored areas between the interactions of the type of the surface and 
subsequent instruments as there is a lack of comparison between various types of powders 
in air polishing units, mechanical instruments which required lateral force, and a chemical 
based approach. In addition, the citric acid approach appears to be unexplored when applied 
to roughened surfaces. 
 
Aims:  
To assess both qualitatively and quantitatively the interaction between the baseline and air 
polishing, ultrasonic powered and manual instruments and various types of Ti surfaces.  
 
Hypothesis:  
A range of instruments marketed as ‘implant safe’ do not modify the surface topography of 
titanium.  
3.2 Methods:  
 
Debridement protocol:  
A total of 6 titanium discs from each of three groups (SLA, abraded or polished, prepared 
as described in Chapter 2) were subjected to treatment, according to one of the following 
protocols.  
1. Treatment using a particle jet of glycine powder from an air polishing system (AirNGo 
Perio, Acteon, Bordeaux, France) for 15 seconds, with the tip used at a distance of 5 
mm from the disc surface and at a 45 degree angle to the surface with an air pressure 
of 35 psi.  
2. As for Group 1 above, but using sodium bicarbonate powder from AirNGo Classic,  
Satelec, Acteon, Bordeaux, France.  
3. As for Group 1 above, but using calcium carbonate powder from AirNGo Pearl, 
Satelec, Acteon, Bordeaux, France. 
4. Treatment using a piezoelectric ultrasonic scaler (Satelec, Acteon, Bordeaux, 
France) fitted with an Acteon Implant Protect ™ titanium tip (P1-1). This was used at 
a power setting of ‘3’ for 30 seconds with the tip held at 45 degrees to the disc surface, 
and moved using freehand horizontal sweeping strokes.  
5. Hand scaling using a graphite/carbon fibre scaler (Premier® Implant Scaler, model 
4L/4R, Premier Instruments, USA). This was applied for 30 seconds, with the blade 
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of the scaler held at a 90 degrees to the disc surface and applied with light sweeping 
horizontal strokes.  
6. Hand scaling using a Ti scaler made of grade 5 titanium alloy (ImplaMate™ Universal 
3-4, Nordent Instruments, USA), applied in the same manner as for Group 5 above. 
7. Surface cleaning using a nickel-titanium brush (HANS Korea, NiTi Brush, Seoul, 
Korea) rotating at 900 rpm in a low speed rotating handpiece applied for 30 seconds 
without water coolant, and with the bristles positioned at 90 degrees to the disc 
surface.   
8. Topical application of 40% citric acid using a sterile cotton swab (Cotton tip applicator, 
Livingstone, NSW, Australia) applied for 60 seconds using a horizontal rubbing 
motion onto the disc surface.  
All treatments were undertaken by the same operator (an experienced dental hygienist). 
 
SEM:  
One disc from each group was selected randomly for SEM analysis. Discs were mounted 
onto aluminium stubs using a conductive carbon tab, and then viewed using a Field 
Emission SEM (Zeiss Sigma VP, Jena, Germany) at standardised magnifications (1,000x 
and 5,000x) using secondary electron mode at an accelerating voltage at 15 kV under high 
vacuum conditions and a working distance of 10 mm.   
 
Optical profilometry:  
The remaining 5 discs in each group were analysed using optical profilometry, with an 
Olympus LEXT OLS4100 system (Olympus Corporation, Shinjuku-ku, Tokyo, Japan). Two 
random scanned areas (259 x 259 µm) were examined, with the working distance set at 350 
µm. The Z sequences of images were adjusted so the lower limits of the image were in 
focus, and 229 steps were then taken with a 9 µm depth. The system was fitted with a 50x 
objective lens and a Gaussian filter. Roughness measurements were collected under white 
light microscopy using the ‘Multi-Layer’ mode with the supplied Olympus LEXT (Olympus 
Corporation, Shinjuku-ku, Tokyo, Japan) software. Values for the arithmetic mean of the 
roughness area from the mean plane (Sa) were determined, as well as the maximum height 






Statistical analysis:  
Data from each group were used to calculate means and standard deviations in 
micrometers, and differences between the three groups were assessed using one way 
ANOVA with Tukey-Kramer multiple comparisons post-hoc tests. A probability value of P < 
0.05 was used as the significance level. 
 






The polished surface was the most affected by the types of instruments used (P<0.0001). 
The abrasive particles, Ti ultrasonic tip, Ti brush and citric acid treatments all increased the 
Sa value significantly compared to the baseline (P<0.001). There were also significant 






Figure 3.1: Effects of instruments on polished surface expressed as surface roughness (Sa). Ca = 
calcium carbonate powder; Na = sodium bicarbonate powder; Gl = glycine powder; US t = ultrasonic 
with titanium tip; H P = Hand scaling using a Premier graphite/carbon fibre scaler; H T = Hand scaling 
using a titanium scaler; Bru = nickel-titanium brush; Citr = citric acid. The statistical difference from 
baseline is shown as follows: * = P<0.05, ** = P <0.01, *** = P<0.001 




Figure 3.2: Polished group showing data for the height of profiles (Sz). The statistical difference from 
baseline is shown as follows: * = P<0.05, ** = P <0.01, *** = P<0.001 
 
Abraded group:  
 
For surfaces abraded with aluminium oxide, the baseline measurement of Sa was 1.44 ± 
0.12 µm. There were significant changes in Sa from baseline caused by instrumentation 
(P<0.0001). In particular, the titanium ultrasonic tip had the greatest effect on the Sa value, 
reducing this to 1.24 ± 0.15 µm (P<0.05), as shown in Figure 3.3 below. There were no 

















Figure 3.3. Effects of instruments on abraded surface expressed as surface roughness (Sa). The 
statistical difference from baseline is shown as follows: * = P<0.05. 
 
  
Figure 3.4: Abraded group showing data for the height of profiles (Sz). No treatment caused a 





SLA group:  
 
The baseline values for Sa and Sz were 1.30 ± 0.17 µm and 17.62 ± 2.82 µm respectively. 
None of the 8 tested instruments caused a statistically significant difference from the 
baseline Sa (P=0.5518) (Figure 3.5).   
 
 
Figure 3.5: Effects of instruments on SLA surface expressed as surface roughness (Sa). Data 
show means and standard deviations.  
 
The Sz values for SLA surfaces (shown in Figure 3.6) were affected by the type of 
instruments used (P=0.0048). In particular, the height of profile parameter increased with 




Figure 3.6: SLA group showing data for the height of profiles (Sz). Asterisks in Sa and Sz graphs 
indicate groups which were significantly different from the baseline. * = P<0.05, ** = P <0.01, *** = 
P<0.001 
 
Comparisons between treatment groups which rank them according to similar effects are 







Figure 3.7: Comparisons between each type of treatment between the SLA surface. * = P<0.05, ** 





Figure 3.8: Comparisons between each type of treatment between the abraded surface. * = P<0.05, 
** = P <0.01, *** = P<0.001.  Ca = calcium carbonate powder; Na = sodium bicarbonate powder; Gl 
















































Figure 3.9: Comparisons between each type of treatment between the polished surface. * = P<0.05, 
** = P <0.01, *** = P<0.001. Ca = calcium carbonate powder; Na = sodium bicarbonate powder; Gl 






Figure 3.10: Comparisons between each type of treatment between the SLA surface. NS = Not 
significant.  US t = ultrasonic with titanium tip; H P = Hand scaling using a Premier graphite/carbon 
























































Figure 3.11: Comparisons between each type of treatment between the abraded surface. * = P<0.05, 
** = P <0.01, *** = P<0.001, NS = Not significant.  US t = ultrasonic with titanium tip; H P = Hand 
scaling using a Premier graphite/carbon fibre scaler; H T = Hand scaling using a titanium scaler; Bru 




Figure 3.12 Comparisons between each type of treatment between the polished surface. * = P<0.05, 
** = P <0.01, *** = P<0.001. NS = Not significant.  US t = ultrasonic with titanium tip; H P = Hand 
scaling using a Premier graphite/carbon fibre scaler; H T = Hand scaling using a titanium scaler; Bru 














































Polished group:  
Within the abrasive powder/air polished groups, the strongest effects for powders were seen 
with calcium carbonate (Figure 3.16) and sodium bicarbonate (Figure 3.19), both of which 
gave a surface pitting effect, which was not seen to the same extent with glycine (Figure 
3.22). The Ti ultrasonic tip did not dramatically modify the surface, and the effect was similar 
to the application of the same tip onto abraded or SLA surfaces (Figures 3.26- 3.27). The 
Ni-Ti brush scratched the polished Ti surface (Figure 3.34), while citric acid etched the 
surface and enhanced the original pits and grooves (Figure 3.37) compared to the untreated 
group as shown in Figure 3.13 
 
Abraded surface 
Particle jets used on abraded surface rounded the sharp edges. This effect was seen 
regardless of which powder was used (e.g. Figures 3.17, 3.20, and 3.23). A rounding effect 
was also seen with citric acid treatment (Figure 3.38). The ultrasonic scaler tips created trails 
on the surface and left a smear layer (Figure 3.26). The hand instruments did not appear to 
affect the abraded surface to the same extent as the SLA or polished surfaces (Figures 3.29 
and 3.32). The Ni-Ti brush left strong scratch marks along the abraded surface (Figure 3.35).  
 
SLA surface 
Under SEM, there were observable changes caused by treatments with all instruments. 
Most of these observed changes were either flattening or rounding off of projections and 
sharp edges (e.g. Figures 3.18, 3.21, 3.24, 3.39). A smearing effect was seen for ultrasonic, 




























































Figure 3.16: Calcium carbonate powder used on a polished surface (A) 1000x, (B) 5000x. Arrows 
in B show scratch marks and powder remnants.  
 
  
Figure 3.17: Calcium carbonate powder used on an abraded surface. (A) 1000x, (B) 5000x. Arrow 
in B shows rounding of previously sharp projections. 
 
  
Figure 3.18: Calcium carbonate powder in Acteon air polishing unit used on an SLA surface. (A) 
1000x, (B) 5000x. Arrows show a loss of microscopic peaks in A, and remnants of powder left on 
the surface in B.  
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Figure 3.19: Sodium bicarbonate powder used on a polished surface (A) 1000x, (B) 5000x. Arrows 
show pitting on the surface. 
 
   
Figure 3.20: Sodium bicarbonate powder used on an abraded surface (A) 1000x, (B) 5000x. There 
are no major changes to the surface topography. 
 
    
Figure 3.21: Sodium bicarbonate powder used on an SLA surface. (A) 1000x, (B) 5000x. Arrows 











Figure 3.22 Glycine powder used on a 




Figure 3.23 Glycine powder used on an abraded surface. (A) 1000x, (B) 5000x. There appears to 
be no change to the original surface topography. 
 
   
Figure 3.24 Glycine powder used on an SLA surface. (A) 1000x, (B) 5000x. There appears to be 




Figure 3.25: Ultrasonic scaler with Ti tip used on a polished surface. (A) 1000x, (B) 5000x. There 
appears to be a minimal changes to the surface topography.  
 
  
Figure 3.26 Ultrasonic scaler with Ti tip used on an abraded surface. (A) 1000x, (B) 5000x. Arrows 
show a trough created across the surface and blunting of sharp features. 
 
  
Figure 3.27 Ultrasonic scaler with Ti tip used on an SLA surface. (A) 1000x, (B) 5000x. Arrows 




Figure 3.28. Qualitative analysis of Hand carbon fibre scaler used on a polished surface. (A) 
1000x, (B) 5000x. There appears to minimal effect on this type of surface.  
 
  
Figure 3.29. Qualitative analysis of Hand carbon fibre scaler used on an abraded surface. (A) 
1000x, (B) 5000x. There appears to be a small flattening effect from the scaler. 
 
  
Figure 3.30. Qualitative analysis of hand carbon fibre scaler used on an SLA surface. (A) 1000x, 





Figure 3.31 Hand Ti scaler 4L/4R used on a polished surface. (A) 1000x, (B) 5000x. There appears 
to be scratch marks across the surface.  
 
  
Figure 3.32 Hand Ti scaler 4L/4R used on an abraded surface. (A) 1000x, (B) 5000x. There 
appears to be no effect from the scaler on this type of surface  
 
   
Figure 3.33 Qualitative analysis of Hand Ti scaler 4L/4R used on an SLA surface. (A) 1000x, (B) 





Figure 3.34:  Ni-Ti brush used on a polished surface. (A) 1000x, (B) 5000x. Arrows show scratch 
marks running across the surface 
 
  
Figure 3.35: Ni-Ti brush used on an abraded surface. (A) 1000x, (B) 5000x. Arrows show a 
smearing effect and surface modifications. 
 
  
Figure 3.36: Ni-Ti brush used on an SLA surface. (A) 1000x, (B) 5000x. Arrows show a smearing 





Figure 3.37: Citric acid used on a polished surface. (A) 1000x, (B) 5000x. There is an etching effect 
and an enhancement effect of the lathe marks. 
 
  
Figure 3.38: Citric acid used on an abraded surface. (A) 1000x, (B) 5000x. There was no 
discernible effect on this surface. 
 
  
Figure 3.39: Citric acid used on an SLA surface. (A) 1000x, (B) 5000x. There was subtle rounding 






This study examined the interaction between different types of implant surfaces and various 
instruments. The effects were measured numerically with an optical profiler and assessed 
qualitatively by SEM. The original hypothesis that each debridement technique or instrument 
marketed as ‘implant safe’ would not modify the original surface was disproven, as all 
treatments caused some level of surface change.  The significance of an increase in 
roughness for the polished surface is that the formation of plaque biofilm is likely to be 
enhanced. Teughels et al. reported that an increase in surface roughness can lead to an 
increase in free surface energy, which in turn results in enhanced colonisation of oral 
bacteria onto the implant surface once it becomes exposed to the oral cavity. 143 A more 
roughened surface would then be at greater risk for PIM and PI.  
 
The results of this study showed considerable changes from the baseline for the polished 
surface, with little change for the SLA and abraded surfaces, which gave roughness values 
similar to baseline measurements regardless of which instruments were applied to them 
(P>0.05), with the notable exception of the ultrasonic scaler used with a Ti tip on the abraded 
surface. Both SLA and abraded surfaces are typically characterised by roughness in the 
order of 1.5 - 2.0µm, which is designed to enhance cellular attachment. On clinical grounds, 
it is concerning that 7 of the 8 tested instruments caused statistically significant changes 
from the baseline surface roughness. Changes in Ra values of greater than 0.2 µm influence 
biofilm growth and composition. 177 
 
The use of abrasive powders influenced the polished surface, giving the largest change in 
roughness seen in the study. The extent of surface change would be affected by air pressure 
as well as by particle type. The air pressure was set at 35 PSI according to the 
manufacturer’s recommendations. The present results indicate that air polishing with 
common commercially available powders does not result in surface alterations to abraded 
or SLA surfaces, but does affect polished surfaces, and thus cannot be called “completely 
implant safe”.  
 
Previous reports of particle jet effects on titanium have demonstrated that the extent of 
surface is influenced by powder size and particle hardness and density. It appears 
thatsodium bicarbonate particles delivered at high air pressures could produce a pitted 
surface, or cause rounding of the sharp projections or rough edges of microscopically 
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textured surfaces. 81, 92 While laser profilometry did not show quantitative changes on SLA 
or abraded surfaces, SEM imaging showed pitting due to sodium bicarbonate powder used 
on a polished surface. This finding is consistent with the study of Chairay et al., which found 
that one 15 second application of the same powder resulted in the same type of surface 
pitting effect. 164 In the present investigation, surface changes with sodium bicarbonate was 
seen in a shorter time frame than the 40-60 seconds reported by Kreisler and Schwarz for 
discs contaminated with biofilm. 81, 93  
 
The application of glycine powder did not cause observable effects on any of the three 
surfaces used. This is not consistent with a report that when used at a ‘high’ pressure, 
glycine powder results in further reductions in Sa, 178 however in this previous study the air 
pressure was not stated so a useful comparison cannot be made. The use of calcium 
carbonate powder caused some rounding of projections on the abraded and SLA surfaces, 
which is similar to the observations of Brookshire et al. 179 Whether these changes have 
clinical significance remains to be determined. 
 
The ultrasonic tip appeared to have little effect on the SLA surface, but affected both the 
abraded and polished surfaces. There is a trend in the present findings that in the ultrasonic 
treatment groups there is a decrease in the Sa for the abraded surface, but an increase in 
the Sa value for the polished surface. This is agreement with the previous description of a 
flattening effect when metal instruments (including Ti) are applied to roughened surfaces. 
145 On the other hand, ultrasonic scalers will increase the surface roughness of a smooth 
surface. 67 
 
For hand instruments, the mechanical/lateral application of force to the instrument and onto 
the surface results in a smearing effect which changes the surface topography. This effect 
was seen on SEM images, although it was too subtle to significantly alter the profilometry 
data. One important limitation of the literature on the use of hand instruments on implants is 
that the treatment times or number of strokes used vary. For example, one study of metal 
curettes used on SLA surfaces had 360 strokes, 155 while another only used 30 strokes. 162 
The present study attempted to simulate what would be done in the clinical setting, therefore, 
an application time of 30 seconds (approximately 30 strokes) was used both for hand 
instruments as well as for the ultrasonic tips, but there was no inherent control for the force 
used. A further limitation of the present study was that the effects were measured on the flat 
surfaces of discs rather than on the curved and threaded surfaces of implant fixtures. One 
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key limitation is that this type of study was completed on Ti discs, these are flat and do not 
have the macro features such as threads, different pitch heights and valleys. Whilst this is 
easy to standardize, characterize and also eliminate a number of variables, this is not an 
accurate reflection of an implant typically used in modern clinical practice.  
 
The results of the current study were very positive for the use of 40% citric acid solutions for 
biofilm removal. This solution had no effect on abraded surfaces, but altered SLA and 
polished surfaces, causing surface etching and rounding of projections, respectively. The 
etching effect seen was similar to that reported by Wheelis et al. who described pitting and 
corrosion on smooth surfaces of titanium after rubbing on citric acid. 168 Despite the effects 
being detected using SEM images, they were too subtle to influence the Sa or Sz values, 
which were not significantly different compared to the baseline. The present study is the first 
to show citric acid effects on micro-textured surfaces, which adds to the existing information 
on citric acid ‘etching’ effects on titanium. A recently developed debridement technique 
termed ‘implantoplasty’ describes removing the threads and roughened surface to produce 
a single smooth surface using a high speed handpiece with either a diamond or carbide bur. 
178 In effect, this is modifying the surface back to a smooth one, after the observable results 
of this study, citric acid and mechanical instruments should not be used on a smooth surface 
as this will further roughen the Ti.  
 
The present study gave mixed results for titanium brushes as a means for removing biofilm 
from implant surfaces. In previous work, Park et al. used Ti brushes at 300 rpm for 40 
seconds with concurrent irrigation, on smooth and SLA surfaces, and reported no changes 
to either Sa or Sz. Nevertheless, they observed scratch lines on both surfaces created by 
the brush. The present study used the brush at 900 rpm for 60 seconds without water 
irrigation, similar to the protocol set by John et al. 175 This gave an increase in Sa as well as 
observable scratch lines on polished surfaces. This difference may be explained by the 
greater rotational speed, longer treatment time and lack of irrigation. Of note, for surfaces 
that were already roughened, namely abraded and SLA surfaces, there was not a significant 
rise in either Sa or Sz value, despite SEM imaging revealing scratch marks.  
 
Recognising that the surface topography influences bacterial adhesion,4, 180 the present 
study assessed three dimensional surface parameters (Sa and Sz) rather than using a two 
dimensional approach (Ra and Rz). The use of Ra and Rz relies on measurement in a single 
direction, which could be a source of bias, particularly for methods such as brushes where 
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the movement is uni-directional. 129 Assessing Ra or Rz along the scratches versus across 
the scratches would give different results. The Sa parameter is the arithmetic mean deviation 
of surface height, while Sz is the maximum height of the surface profile, which characterises 
the extreme peaks and valleys. 138 Svanborg et al. have pointed out that measuring 3D 
parameters rather than 2D parameters would better empower advances in implant surface 
technologies, since 3D assessments should relate closely to cell attachment behaviour to 
titanium. 181 Determining how closely the 3D parameters of Sa and Sz correlate with cell 
attachment would be a useful direction for future work.  
 
3.5 Conclusion:  
 
Considering the data on surface effects caused by the application of debridement 
instruments, devices or solutions onto various titanium surfaces, caution should be 
exercised for application of citric acid onto smooth surfaces. Hand instruments and powered 
instruments including ultrasonic scalers and rotating Ti brushes can readily damage 
titanium, and remove or attenuate the topographical features of micro-textured abraded and 
SLA surfaces thus cannot be recommended for instrumenting any type of Ti surface. Of the 
methods used, abrasive particle jets/ air polishing using glycine powder appears to be the 
safest method which can be applied to all three types of surface as it results in no changes 










The removal of biofilm on Titanium surfaces 








4.1 Introduction:  
 
Two major challenges for current osseointegrated implants are to, firstly, prevent plaque-
related inflammatory diseases from developing around these implants, and secondly to 
remove the biofilm safely from the roughened surface of the fixture when inflammation has 
developed.  
 
Physical and chemical debridement of implant surfaces using hand curettes and ultrasonic 
scalers is undertaken commonly, but both types of instruments change the surface 
topography. This may over time may enhance further attachment of bacteria and hinder 
biofilm removal both in the clinic, and in terms of home care. 4, 8 In vivo studies have shown 
that bacterial colonization of rough Ti surfaces is greater than that of smooth surfaces. 5 As 
well, the subgingival biofilm attached to roughened surfaces of titanium implants harbours 
more pathogenic species of bacteria. 150  
 
To ensure the long-term success of dental implants, maintenance of healthy peri-implant 
tissues is critical. Having regular maintenance appointments to clean the implant fixture and 
abutment has been shown to keep peri-implant tissues in a more healthy state. 32 As 
discussed earlier, PI can result from the host response to biofilm which accumulates on the 
surfaces of implants, 25 causing inflammatory responses which resemble periodontal 
disease, 26 and showing the presence of similar pathogens. 148, 149 There is as yet no well-
established clinical approach for providing optimal removal of subgingival biofilm from 
implants. 37 
 
As discussed previously, bacterial adhesion correlates with surface roughness, 5 such that 
in the initial stages after implant placement a fixture which has greater surface roughness 
will show greater attachment of bacteria compared to one with a smooth surface if it is 
supragingival or becomes exposed to the oral environment. 6, 7 However, once the biofilm 
has matured and covered the surface, the nature of that surface becomes less important. 
144 
In a systematic review, Louropoulou and colleagues examined the effects of mechanical 
instruments on biofilm-contaminated surfaces, and concluded that for removing plaque, air 
abrasive/polishing systems were the most promising for smooth surfaces, and likewise 
rotating Ti brushes for SLA surfaces, and ultrasonic scalers with non-metallic tips for both 
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smooth and SLA surfaces. 48 Whilst a particular method may be effective in removing most 
of the biofilm plaque, the final surface also needs to be biocompatible.  
 
In a subsequent review, the same group examined the issue of biocompatibility after 
debridement, and proposed that particle abrasion using sodium bicarbonate shows the most 
promise since this had the least negative influence on cell attachment post-debridement. 
The authors pointed out that plastic and metal curettes/scalers, rotating titanium brushes 
and ultrasonic scalers all failed to produce an implant surface that was biologically 
compatible, however this opinion was based on qualitative assessments rather than on 
quantitative data. 67 It would however be consistent with the finding that biofilm accumulates 
25 times faster on rough implant surfaces than smooth implant surfaces. 150 
 




Recently, a number of new ultrasonic scaler inserts made of titanium, plastic or graphite 
have entered the market, with their stated purpose being for routine implant maintenance 
as well as for treatment of PIM or PI. One would expect that these ultrasonic scaler inserts 
will have the same limitation as conventional stainless steel scaler inserts and hand 
instruments, namely poor access to protected areas such as the undercuts of the threads. 
48, 67 In support of this, Park et al. reported that even after 40 seconds of instrumentation of 
Ti implants, there were still areas where biofilm remained underneath threads. 182 
 
A number of manufacturers have released what they have claimed to be ‘implant safe’ 
ultrasonic inserts, to be used for both implant maintenance and for the treatment of PI. 61 
These tips are usually made of carbon fibre, composite, silicon or plastic. The concept is 
that by using a softer material than Ti, there will be less changes caused to the surface 
topography of the fixture. 48, 61 In a contrasting approach, other studies have proposed 
deliberately reducing the roughness of the implant surface (e.g. using burs in an air turbine 
handpiece) to make it easier to clean, 62, 63 a suggestion that runs counter to the concept 




Regardless of the debridement method used, there is a critical role for the patient’s oral 
hygiene over the long term. When Renvert et al. compared debridement of PI sites using 
either an ultrasonic scaler or a Ti hand instrument, there was no difference between these 
when oral hygiene remained poor, as subgingival biofilms would be able to reform rapidly 




Hand instruments used for maintenance of dental implants struggle with accessing threads 
and do not produce a surface with an acceptable level of biocompatibility. This is the case 
whether hand instruments are used for closed or open (surgical) debridement. 156 They will 
not give an implant fixture surface that is in ‘pristine’ condition. 157 
 
While plastic hand instruments do not cause a great deal of surface modification to titanium, 
53, 88 they leave residues inside the pocket or on the implant surface. 59, 160 Such residues 
may be linked to inflammatory responses, 158 or to delayed healing. 159 Moreover, plastic 
hand instruments have a poor ability to remove biofilm when compared to particle jets/air 
polishing. 67 
 
From a clinical perspective, a bulky and highly flexible instrument is difficult to use, which 
are important aspects not addressed in laboratory studies. It remains to be determined how 
well such instruments perform in clinical practice, and indeed how the residues left behind 
in the pocket and on the implant surface influence long term clinical outcomes.  
 
When biofilm removal effectiveness was evaluated in a 2014 study on titanium discs, plastic 
curettes were found to be the less effective for removing bacteria compared to machine 
driven instruments on smooth surfaces, while using a rubber cup was more effective than 
an ultrasonic scaler on acid etched surfaces. 183 
 
Particle jets/ Air polishing:  
Air polishing/air abrasion/particle jet units have been used for the treatment of periodontal 
disease because of their ability to remove biofilms. 71 These systems work because rapidly 
moving particles mixed with water can abrade stains and biofilms from the surfaces of teeth. 
74 These units also appear to be very promising for plaque removal from dental implants. 56 
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Implant surface debridement using an air abrasion (particle jet) approach was first described 
by Barnes et al. in 1991, in a study which examined four different implant systems and 
exposed each fixture to an air abrasion system from 0.5 seconds up to 10 seconds.  When 
examined using SEM, no significant differences in pre-treatment and post-treatment 
surfaces were found. 76 
 
A number of manufacturers now produce different delivery tips and powders for different 
periodontal applications. Tips vary according to the mode of clinical application (e.g. 
supragingival or subgingival tip), the recommended working distance from the surface being 
cleaned, the required application time and the preferred angulation for applying the particle 
jet. 
 
Ideally, the particle powder used should not modify the existing hard or soft tissues, but still 
remove biofilm and stains, and also exert some antibacterial actions. 71 One key issue with 
air polishing systems is that they are more likely to ‘round off’ microscopically sharp areas 
rather than cause gross surface changes, and thus an application time of less than 30 
seconds should be used in order to avoid extensive surface modification. 75, 184 
 
The powders available vary in particle size and shape 73 as well as in composition. Currently 
available powders include erythritol, sodium bicarbonate, calcium carbonate, bioactive 
glass, pumice and glycine. 72 These variables of powder type and application method appear 
to influence the effectiveness of biofilm removal and the potential for tissue harm. 71, 161 
 
Numerous studies have examined the effects of air abrasion on Ti implant surfaces. Most in 
vitro studies and narrative reviews based on these have concluded that air abrasion is a 
safe treatment for decontaminating a Ti implant surface without modifying the fixture 
surfaces excessively. 48, 55, 77 The extent of surface damage is influenced strongly by the 
choice of abrasive powder, 55 with sodium bicarbonate and aluminium oxide (alumina) more 
likely to damage the implant surface than glycine. 55 There has been support in the most 
recent literature for glycine as the air abrasion particle material of choice, due to it exerting 
bacteriostatic actions when used at a 10% concentration, 77 with a low air pressure and the 
associated risk of air emphysema, 79 and causing less damage to implant surfaces than 





Citric acid:  
The use of chemical agents such as citric acid is of interest, even though there is not enough 
evidence to recommend a particular chemical decontamination solution as being superior 
for biofilm removal from implant surfaces. 156, 167 A 40% solution of citric acid has suggested 
for the debridement and decontamination of dental implant surfaces, 167, 168 even though it 
does not achieve complete removal. 167 Citric acid is not recognised as a biocide and has 
little inherent antimicrobial activity. A study that used a live/dead staining model to assess 
oral biofilm in vivo showed that a 1 minute application of non-agitated 40% saturated citric 
acid gave inferior bactericidal effects compared to hydrogen peroxide, chlorhexidine and 
essential oils (Listerine™). 169 It is not surprising therefore that in the clinical setting, the 
application of citric acid is not sufficient for maintaining decontamination of the subgingival 
implant surface over the long term. 170 
 
However, in a recent study, citric acid was shown to give superior decontamination of the 
surface and better cell proliferation on the surface compared to a sodium hypochlorite-EDTA 
mixture, CHX or sterile saline. 171 There is however little data on how citric acid affects 
different surfaces or biofilms on different surfaces. In the present study, the effects of citric 
acid on cPTi have been compared using SLA, abraded and polished surfaces. 
 
Titanium brushes:  
A rotating Ti brush is designed to physically clean titanium surfaces. The brush is used at a 
low rotational speed (below 900 rpm) in a slow speed handpiece, 172, 173 with the intention 
being that the brush should not scratch the surface. A study by Park et al. in 2015 showed 
that a Ti brush used at 300 rpm for 40 seconds did not significantly affect Sa or Sz values, 
but did scratch SLA surfaces, as could be seen when the treated areas were examined by 
SEM. 174 Ti brushes appear to be more effective in removing biofilm than hand stainless 
steel curettes. 175 They can also be combined with other methods. For example, Widodo et 
al. used the combination of a Ti brush with photodynamic therapy (photoactivated 
disinfection) on smooth and SLA surfaces. 172 Other authors have likewise proposed the 
combination of Ti brush followed by laser irradiation, the latter being for photothermal 
disinfection to render the surface sterile. 176 
 
A key gap in knowledge is the lack of studies which compare biofilm removal across different 
debridement methods such as abrasive particles/air polishing, mechanical instruments and 
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chemical methods, when these are applied to complex multi-species biofilms present on a 
range of different titanium surfaces. The presence of a multi-species biofilm using the 
titanium disc model had been established previously in a pilot study using abraded discs, 
where the composition was analysed using molecular methods (Table 1.1). 
 
The present investigation was designed to address this gap, using the crystal violet assay 
to quantify biofilm removal so that this could be expressed as a percentage reduction from 
baseline. This assay has been used in many past studies. 63, 185, 186 The study followed on 
from the work presented in Chapter 3 which examined the effects of instruments on Ti 
surfaces only (no biofilm), and likewise will use SEM to assess surface damage produced 
during biofilm removal. 
 
Hypothesis: Instruments marketed as ‘implant safe’ will remove biofilm from Ti surfaces 
without modifying the original surface.  
 
Aims:  
1. To qualitatively and quantitatively assess the amount of biofilm remaining after 
debridement.  
2. To explore the interaction between various instruments (air polishing, ultrasonic 
powered and manual instruments) and the implant surface when biofilm removal is 
attempted. 
4.2 Methods:  
 
A total of 189 titanium discs were prepared with SLA, abraded or polished surfaces using 
the methods as described in Chapter 2. This number was sufficient to give 8 treatment 
groups as well as the required 2 groups of untreated controls (no biofilm, and biofilm without 




After inoculation with stimulated human saliva, the discs were cultured in Brain Heart 
infusion (BHI) broth medium (supplier) supplemented with 5% defibrinated sheep’s blood 
and 10% human saliva in the wells of sterile 24 well plates. Each well was 20 mm in 
diameter, and was filled with 1.0 ml of BHI broth and then cultured for 96 hours under 
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anaerobic conditions.  The presence of saliva in the broth ensured continual supply of viable 
organisms in the broth to give a sufficiently mature and complex biofilm after 96 hours.  
 
BHI broth was used as this is a general-purpose medium that has been found highly suitable 
for supporting the growth of organisms derived from human saliva.187, 188 The inclusion of 
sheep’s blood as a supplement ensured that the broth was rich in protein and haemoglobin 
products, in order to encourage the growth of facultative and obligate anaerobes. 189 The 
resulting mixed species biofilm is comparable to that found in an in vivo PI environment 
established on hydroxyapatite discs. 189 
 
Debridement protocol:  
A total of seven titanium discs per group for each of three surface types (SLA, abraded or 
polished) were subjected to treatment, according to one of the following eight protocols. 
They were placed in a custom made holder using orthodontic wax to prevent them from 
moving around. 
1. Treatment using a particle jet of glycine powder from an air polishing system (AirNGo 
Perio, Acteon, Bordeaux, France) for 15 seconds, with the tip used at a distance of 5 
mm from the disc surface and at a 45 degree angle to the surface with an air pressure 
of 35 psi.  
2. As for Group 1 above, but using sodium bicarbonate powder from AirNGo Classic,  
Satelec, Acteon, Bordeaux, France.  
3. As for Group 1 above, but using calcium carbonate powder from AirNGo Pearl, 
Satelec, Acteon, Bordeaux, France. 
4. Treatment using a piezoelectric ultrasonic scaler (Satelec, Acteon, Bordeaux, 
France) fitted with an Acteon Implant Protect ™ titanium tip (P1-1). This was used at 
a power setting of ‘3’ for 30 seconds with the tip held at 45 degrees to the disc surface, 
and moved using freehand horizontal sweeping strokes.  
5. Hand scaling using a graphite/carbon fibre scaler (Premier® Implant Scaler, model 
4L/4R, Premier Instruments, USA) applied for 30 seconds, with the blade of the scaler 
held at a 90 degrees to the disc surface and applied with light sweeping horizontal 
strokes.  
6. Hand scaling using a Ti scaler made of grade 5 titanium alloy (ImplaMate™ Universal 
3-4, Nordent Instruments, USA), applied in the same manner as for Group 5 above. 
7. Surface cleaning using a nickel-titanium brush (HANS Korea, NiTi Brush, Seoul, 
Korea) rotating at 900 rpm in a low speed rotating handpiece applied for 30 seconds 
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without water coolant, and with the bristles positioned at 90 degrees to the disc 
surface.   
8. Topical application of 40% citric acid using a sterile cotton swab (Cotton tip applicator, 
Livingstone, NSW, Australia) applied for 60 seconds using a horizontal rubbing 
motion onto the disc surface.  
9. Untreated controls (biofilm without treatment), to establish baseline data for crystal 
violet assay.  
Qualitative assessment using SEM: 
One disc per group was chosen by random selection and used for SEM analysis. For this 
purpose, the biofilm remaining on the disc chosen for SEM was first fixed using 10% buffered 
neutral formalin solution for 24 hours. After being rinsed in PBS, discs were placed into 100 
mmol/L cacodylate buffer for 1 hour, then post-fixed for 24 hours with 1% osmium tetroxide, 
then washed again in cacodylate buffer before being dehydrated with graded ethanol 
solutions (50%, 70%, 80%, 90%, and 100% ethanol solutions for 30 minutes each) and then 
dried overnight in a fume hood. Samples were then located onto aluminium stubs using 
conductive carbon tab, and sputter coated with a 10 nm gold layer (Coating Unit 5100, 
Polaron, Lewes, UK) and observed with a field emission SEM (Zeiss Sigma VP, Jena, 
Germany) at standardised series of magnifications (1000x and 5000x) using both secondary 
electron and backscatter modes at an accelerating voltage at 10 kV under high vacuum 
conditions. 
 
Quantitative analysis of biofilm by Crystal Violet (CV) assay: 
Six discs in each group were used for measuring the amount of biofilm remaining after 
treatment, by employing the CV assay. The discs with adherent biofilms were stained with 
1.0 mL 1% crystal violet for 15 minutes at room temperature (25°C) in a 24 plate well. The 
samples were then washed three times with sterile distilled water and air dried at room 
temperature for 30 minutes. To each well was added 1 mL of 30% acetic acid, and then they 
were incubated for 20 minutes at room temperature. The acetic acid was used to solubilize 
the dye 190 From each well a 200 µL aliquot of the solution was transferred into a 96 well 
microtiter plate, and the absorbance at 570 nm read with a microplate reader (Infinite 200 





Statistical analysis:  
The data from the 6 replicate samples for the CV assay per group were collated, and results 
expressed as the mean and standard deviation. Differences between groups were assessed 
using one way ANOVA. A probability value of P < 0.05 was used as the significance level.  
 
4.3 Results:  
 
All debridement techniques resulted in greater than 80% reduction of biofilm compared to 
the baseline. This was irrespective of the surface type (SLA, abraded or polished), and the 
effect seen (treatment versus baseline) was statistically significant for all treatments 
examined (P<0.001). Data for treatments arranged by groups are shown in Figures 4.3 and 
4.5, while the rankings of treatments from most effective to least effective, with designations 
of which treatments were significantly superior to others. The relative performance of all 






Table 4.1: Rank order of biofilm removal effectiveness on different surfaces.  
___________________________________________________________________ 
 SLA  ABRADED  POLISHED  
MOST EFFECTIVE Glycine  Glycine  Glycine 
 Calcium carbonate  Calcium carbonate Calcium carbonate 
 Sodium 
bicarbonate 
Ultrasonic Ti tip Ultrasonic Ti tip 
 Ultrasonic Ti tip Ti brush Hand plastic scaler 
 Citric acid  Hand Ti scaler Citric acid 
 Ti Brush Hand plastic Hand Ti scaler 
 Hand Ti scaler Citric acid Ti brush 









Glycine powder removed the greatest amount of biofilm, and its effects were significantly 
better than all other debridement methods on all surfaces. The next most effective treatment 
was calcium carbonate powder, which was consistently ranked second highest across all 
three surfaces.  
 
Differences between the remaining treatments did not reach statistical significance, however 
several consistent trends were noted. The performance of sodium bicarbonate varied on 
different surfaces, and it ranked third for SLA surfaces (Figure 4.5). Ultrasonic scalers 
ranked either third or fourth across the different types of surfaces.  
 
The least effective treatments were mechanical instruments such as brushes and hand 







Figure 4.1: Polished group showing data for crystal violet calculated as the percentage reduction 
compared to baseline. Ca = calcium carbonate powder; Na = sodium bicarbonate powder; Gl = 
glycine powder; US t = ultrasonic with titanium tip; H P = Hand scaling using a Premier 
graphite/carbon fibre scaler; H T = Hand scaling using a titanium scaler; Bru = nickel-titanium brush; 






Figure 4.2: Polished group treatments ranked in order from most effective to least effective. ** 




















































Rank 1, ** 






Figure 4.3: Abraded group showing data for crystal violet calculated as the percentage reduction 






Figure 4.4: Abraded group treatments ranked in order from most effective to least effective ** 





















































Rank 1, ** 





Figure 4.5: SLA group showing data for crystal violet calculated as the percentage reduction 





Figure 4.6: SLA group treatments ranked in order from most effective to least effective. *** indicates 




























































SEM examination revealed differences in the surface effects of different treatments. Calcium 
carbonate powder removed almost all biofilm across all three surfaces, but left abrasive 
particles on the surface. It caused minimal surface damage to the abraded surface (Figure 
4.11), but left scratch marks on the polished surface (Figure 4.10), and flattened the 
projections on the SLA surface (Figure 4.12). A similar pattern of effects was seen for sodium 
bicarbonate. When used on the SLA surface (Figure 4.15), this powder caused loss of 
microscopic peaks, it appears the abraded surface application resulted in rounding of sharp 
edges (Figure 4.14). Sodium bicarbonate unlike calcium carbonate did not scratch the 
polished surface, but left abrasive particles impacted into the surface (Figures 4.13). Glycine 
powder was highly effective at biofilm removal, but did not cause modifications to any of the 
three different surfaces (Figures 4.16 - 4.18).  
 
The ultrasonic scaler produced gross surface damage across all surface types, and left 
behind remnants of biofilm (Figures 4.19 - 4.21). Hand instruments of either the carbon fibre 
or titanium type produced a smear layer, especially when used on SLA and abraded 
surfaces (Figures 4.23 - 4.27). Even greater surface modification was caused by the Ni-Ti 
brush, which caused gross surface modification of all three surfaces (Figures 4.28 - 4.30), 
and left behind remnants of biofilm.  
 
In the final treatment group, citric acid produced minimal surface change across all three 
surfaces, and left behind remnants of biofilm (Figures. 4.31 - 4.33) compared to the biofilm 



































































    
Figure 4.10: Calcium carbonate used on a polished surface. (A) 1000x, (B) 5000x. Arrows in B show 




Figure 4.11: Calcium carbonate used on an abraded surface. (A) 1000x, (B) 5000x. Arrow in B shows 




Figure 4.12: Calcium carbonate powder in Acteon air polishing unit used on an SLA surface.  (A) 
1000x, (B) 5000x. Arrows show a loss of microscopic peaks in B, powder and biofilm left on the 






Figure 4.13: Sodium bicarbonate used on a polished surface. (A) 1000x, (B) 5000x. There is powder 
remaining on the surface, as shown by the arrow in A.  
 
   
 
Figure 4.14 Sodium bicarbonate used on an abraded surface. (A) 1000x, (B) 5000x. There are no 




Figure 4.15 Sodium bicarbonate used on an SLA surface. (A) 1000x, (B) 5000x. The arrow shows a 






   
 
Figure 4.16 Glycine powder used on a polished surface. (A) 1000x, (B) 5000x. There is complete 




Figure 4.17 Glycine powder used on an abraded surface. (A) 1000x, (B) 5000x. There appears to 





Figure 4.18 Glycine powder used on a SLA surface. (A) 1000x, (B) 5000x. There appears to be 







   
 
Figure 4.19 Ultrasonic scaler with Ti tip used on a polished surface. (A) 1000x, (B) 5000x. Arrow in 




Figure 4.20: Ultrasonic scaler with Ti tip used on an abraded surface. (A) 1000x, (B) 5000x. There 




Figure 4.21: Ultrasonic scaler with Ti tip used on an SLA surface. (A) 1000x, (B) 5000x. Arrows in A 





   
 
Figure 4.22: Hand carbon fibre scaler used on a polished surface. (A) 1000x, (B) 5000x. Arrows in a 




Figure 4.23: Hand carbon fibre scaler used on an abraded surface. (A) 1000x, (B) 5000x. Arrows in 
B show surface smearing and remaining biofilm.  
 
   
 
Figure 4.24: Hand carbon fibre scaler used on an SLA surface. (A) 1000x, (B) 5000x. Arrow in A 






Figure 4.25: Hand Ti scaler 4L/4R used on a polished surface. (A) 1000x, (B) 5000x. Arrows show 




Figure 4.26: Hand Ti scaler 4L/4R used on an abraded surface. (A) 1000x, (B) 5000x. Arrows show 




Figure 4.27: Hand Ti scaler 4L/4R used on an SLA surface. (A) 1000x, (B) 5000x. Arrow in A shows 
a smear layer created across the surface. Arrows in B show biofilm remaining and smear layer. 
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.    
Figure 4.28 Nickel-Ti brush used on a polished surface. (A) 1000x, (B) 5000x. There are scratch 
marks on the surface.  
 
   
 
Figure 4.29: Nickel-Ti brush used on an abraded surface. (A) 1000x, (B) 5000x. There is a flattening 
effect and gross modification to the surface.  
 
   
 
Figure 4.30: Nickel-Ti brush used on an SLA surface. (A) 1000x, (B) 5000x. There is a smearing 





   
Figure 4.31: Citric acid used on a polished surface. (A) 1000x, (B) 5000x. No changes are observed, 
but there is some biofilm remaining (arrow). 
 
   
 
Figure 4.32: Citric acid used on an abraded surface. (A) 1000x, (B) 5000x. No changes are observed, 
but there is some biofilm remaining. 
  
    
 
Figure 4.33: Citric acid used on an SLA surface. (A) 1000x, (B) 5000x. No changes to the surface 






4.4 Discussion:  
 
The present in vitro study was designed to explore the effects of various debridement 
techniques/instruments (ranging from particle jet abrasion with different powders, to hand 
and powered instruments and chemical treatments) on three different types of implant 
surface covered with a mature biofilm. Whilst the previous chapter focused on the interaction 
of the implant surface with the instruments only, this chapter provides added complexity and 
greater clinical relevance since now there was a diverse multi-species biofilm present on the 
surface. In previous studies, it has been demonstrated that an increase in implant surface 
roughness results in the faster accumulation of biofilm. 143 
 
The CV assay has been used in the past to assess the biomass of a biofilm and show 
differences in the total load of bacteria present before and after treatment. To our 
knowledge, this is the first study to examine debridement effects using a complex multi-
species biofilm based on whole saliva in vitro as shown in Chapter 1 under Table 1.1. Past 
work has shown the effects of debridement instruments and subsequently impacts on 
colonisation of bacteria onto the treated surface. 191 One can combine the logic from both 
aspects, and state that some treatments, such as ultrasonic scalers, with roughen the 
surface and make subsequent colonization occur more readily, while other such as air 
polishing will leave a relatively unchanged surface which should not show any greater 
propensity to biofilm development after the treatment. 
 
The CV assay used in the present study showed that all treatments gave a reduction in 
biofilm biomass, with air polishing with glycine achieving over 95% biofilm removal. 
However, this assay does not assess aspects of metabolic activity (as the XTT assay does, 
discussed in chapter 5), nor can it give great insight into the antimicrobial activity of a 
treatment agent applied onto the biofilm, since CV staining will detect all bacteria present on 
a surface, regardless of whether alive or dead.  
 
The removal of mature biofilms from implants remains to be a challenge, especially on 
roughened surfaces. 183 In this study, we evaluated each debridement technique using a 
fixed amount of time that would be considered clinically appropriate. While all debridement 
techniques gave a reduction in biofilm compared to baseline, they were not equal in 
effectiveness, nor in terms of surface alterations. SEM examination revealed surface 
damage from ultrasonic scalers and hand instruments, as well as biofilm remnants present 
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on the surface after these treatments. One limitation of this study is one operator was used 
and the application of force was not measured, as the study was designed to simulate what 
would occur clinically.  An additional point is that the surfaces treated were macroscopically 
flat, rather than highly curved or threaded.   
 
In the current study, the Ni-Ti brush showed the worst profile overall, with least biofilm 
removed and the greatest amount of surface modification compared to the original surface 
as shown in Chapter 2. It has been claimed that a slowly rotating Ti brush is safe for use on 
implant surfaces, 174 and effective in removing biofilm compared to metal scalers, 172, 175 but 
these studies did not test different surface types nor did they use a complex biofilm.   
 
The present findings are consistent with previous investigations which showed that it is 
difficult to remove all biofilm from a surface with complex topography. 183, 191 While all 
debridement techniques used in the present study showed a greater than 80% reduction in 
biofilm when biomass was measured using the crystal violet assay, this is a greater amount 
of biofilm removal than other studies have reported for ultrasonic scalers. 63, 183 It remains 
unclear how much biofilm needs to be removed for the surface to be considered sufficiently 
‘clean’ for a favourable host response to the implant surface. 41 
 
Considering the abrasive particle groups, glycine appears to be promising as it gave the 
greatest amount of biofilm removal, but without surface alternations. Glycine has previously 
been reported as having antibacterial properties, 192 and has high biocompatibility. Because 
it appears safe to use on implant surfaces, glycine powder treatments could play a role in 
the management of PIM. 77, 80, 193 
 
The present study showed particle residues of calcium carbonate and sodium bicarbonate 
on some of the treated surfaces. This is consistent with previous work which showed sodium 
bicarbonate particles left on SLA surfaces. 194 The present study also found calcium 
carbonate powder residue on SLA surfaces, but no such residues from glycine powder. A 
further question would be about the impacts of this residue and its interaction with gingival 
tissue such as blood and gingival crevicular fluid. Given that calcium carbonate has low 
water solubility, large remnants of this could remain present for an extended time. In the 
surgical periodontal literature the It appears that glycine powder in the present study was 
found to be the most effective at removing biofilm across all three surfaces. These attributes 




Past work has shown that metal scalers and metal ultrasonic tips damage implant surfaces 
and increase the surface roughness, 48, 88 which is consistent with the present results. One 
can conclude that such metal instruments should not be used on Ti surfaces because of the 
high risks of such surface alterations as well as being not as effective in removing biofilm 
compared to air based methods. 162 
 
The application of 20-40% citric acid has previously been explored as a potentially 
antimicrobial solution.  Some authors have reported that citric acid causes a reduction in 
biofilm in vitro but still leaves a biocompatible surface. 165, 167, 171 This is consistent with the 
present observations of 40% citric acid applied for 60 seconds giving good biofilm removal 




From the various debridement methods assessed in this study, glycine powder was the 
superior technique since it was significantly better at removing biofilm than all other methods 
both quantitatively and qualitatively. From the SEM observations it not cause surface 
alterations and removed the most amount of biofilm. The next best methods were calcium 
carbonate powder and citric acid, both of which caused a low level of surface change and 
were less effective at biofilm removal than glycine powder. These first and second ranked 
methods differ in their time of application, with glycine and calcium carbonate powders being 
used for up to 15 seconds, while citric acid is applied with a cotton swab for 60 seconds.  
 
Mechanical instruments marketed as ‘implant safe’ including ultrasonic scalers and hand 
scalers of various types do modify the surface even in the presences of a biofilm. Ti brushes 
were less effective for biofilm removal, and caused considerable modifications to Ti 
surfaces. Thus, mechanical instruments cannot be recommended if the objective of implant 








The Er:YAG laser as a debridement method 






Lasers in dentistry have been developed as either an adjunct or alternative to traditional 
instruments such as handpieces and ultrasonics to modify and/or repair the soft and hard 
intraoral tissues. 195, 196 In implant dentistry, lasers have a range of potential applications 
which include debridement, decontamination, soft tissue ablation and surface modification. 
197 A wide range of lasers have been marketed for hard and soft tissue applications. The 
neodymium-doped yttrium-aluminium-garnet (Nd:YAG) laser and the carbon dioxide (CO2) 
laser can be used for ablation of peri-implant soft tissues. 198 Solid state erbium lasers such 
as the erbium chromium-doped yttrium-scandium-gallium-garnet (Er,Cr:YSGG) laser and 
the erbium-doped yttrium-aluminium-garnet (Er:YAG) laser have been recommended for 
procedures involving ablation of either soft or hard tissues in the mouth as the energy from 
this laser is absorbed strongly into water. 197 
 
Traditional periodontal debridement methods (such as using ultrasonic scalers and hand 
instruments made of stainless steel) are effective for treating teeth with periodontitis, but 
they cannot be applied in the same way for debriding the rough threaded surfaces of 
implants. 8 Despite being able to remove some of the biofilm, their use has been shown to 
cause surface damage on both a macro and micro scale. 65 The implant surface structure 
provides many protected areas for biofilms, which are inaccessible when conventional 
professional instruments are used for biofilm removal.    
 
As has already been discussed in this thesis, implants are notoriously difficult to clean. 49 
The difficulty in cleaning the surfaces of titanium implants lies in the topography of the 
implant surface. Most implants have threads at the macro level which make the use for 
instance of hand scalers particularly difficult, especially those with a high pitch.  On the micro 
level, various highly roughened surfaces designed to increase the surface area and promote 
osseointegration are a major factor for enhanced bacterial adhesion and accumulation of 
biofilms.  The roughness of the surface is a major obstacle for the removal of bacteria and 
their products. 49 Together, these macro and micro topographical features defy effective 
debridement by mechanical means. 50 
 
The complete removal of the biofilm and all debris from titanium implants has proved elusive 
to date, with the traditional instruments and approaches for debridement of root surface 
proving particularly ineffective when applied to implants.  Lasers have been suggested as 
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an alternative means of decontaminating dental implants. 50, 89 They have shown great 
promise for disinfection of titanium implant surfaces, with some studies showing nearly 
complete removal bacteria and debris from titanium surfaces. 91 
 
Two recent systematic reviews both agree that based on the current limited evidence, no 
treatment can be established as a gold standard approach for the treatment of PI. 37152, 199 
This means that the usefulness of lasers in implant debridement remains a question yet to 
be resolved. 
 
Lasers have been found to be effective for the reducing bacterial load on an implant surface, 
however laser irradiation may not necessarily achieve sterility94. The ability of the lasers to 
reduce bacterial viability is also dependent on the surface characteristics of the implant.  As 
discussed in Chapter 1, Kreisler et. al. found higher bacterial killing on smooth surfaces and 
lower effectiveness for rougher surfaces. They also established that the variable of laser 
power density makes a considerable difference to the killing capabilities, regardless of the 
laser used. 94   
 
Romanos et al. established that osteoblast cell attachment and morphology after laser 
irradiation is equal to that of sterile implant surfaces. 95 Kriesler et al. examined the 
biocompatibility of contaminated implant surfaces after treatment with either air-powder 
abrasion or the Er:YAG laser.96 The lowest cell growth and proliferation was seen for 
contaminated Ti surfaces, while cell growth was significantly greater on sterile (new), air 
powder treated, and Er:YAG laser-cleaned surfaces. 96 
 
Infrared lasers can exert powerful photothermal effects which can inactivate or destroy 
bacteria. The highly water absorbing far infrared energy from a carbon dioxide laser has 
potential application for destruction of bacteria. Deppe et al. found that the carbon dioxide 
laser when used for disinfection and when combined with soft tissue resection gave faster 
initial healing than conventional decontamination with soft tissue resection.45 Nevertheless, 
the long term outcomes were not significantly different, particularly when bone levels were 
compared after 4 years. The authors of this study also pointed out that the shape of the 
defect could prevent perpendicular delivery of laser energy, and that optimal therapy with 
this laser when used for disinfection would require changes to the delivery system of the 
laser to make it side firing. They also noted that bleeding from the surgical site during the 
procedure would have reduced the amount of laser energy reaching the implant surface, 
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and this attenuation by water absorption may have put the actual levels of energy well below 
those required for sterilization.  
 
As well as the Er:YAG and carbon dioxide lasers already mentioned, other lasers have been 
found to be of benefit in the treatment of PI.  Bach et al. found that near infrared diode laser 
irradiation reduced the rate of recurrence of PI to only 7%, most likely because of the 
disinfecting action of this laser.97 Likewise, several wavelengths of laser light have been 
shown to impede the progression of bone resorption in PI treatment regimens. 95-97, 199 
 
The biocompatibility of a laser-treated surface must also be considered. Guided bone 
regeneration or bone grafting may be used to treat peri-implant bone loss, however these 
surgical techniques both require a meticulously clean implant surface in order to achieve a 
good outcome. 91 
 
Sterilization and cleaning of implant surfaces by infrared lasers has been demonstrated in 
several reports, 50, 89, 98 and surface decontamination has been reported for both CO2 and 
Er:YAG lasers. Bone has been found to reattach to implants after infrared laser irradiation 
in a PI models in dogs, suggesting that laser treatment leaves a biocompatible surface. 99, 
200 A key issue is that while laser irradiation can rapidly reduce the bacterial load on an 
implant surface, it may not be able to render the surface sterile in all circumstances, 
depending on the geometry of how the laser light interacts with the biofilm on the implant 
surface. The ability of laser irradiation to reduce bacterial viability is influenced by the implant 
surface roughness.  Kreisler et al. 91 found greater bacterial killing for laser energy delivered 
at right angles to the surface for microbial deposits on smooth surfaces, and lower 
effectiveness for those on rough surfaces. They also showed that intensity (power density) 
strongly influences the disinfecting action.  
 
In order to optimize the effect of laser energy, it is important to achieve a side-firing effect 
so that laser light applied using a fiber which is parallel to the long axis of the implant is 
directed onto the implant surface at an optimal angle. Simplistically, one could consider this 
angle 90 degrees to the surface, however the presence of micro- or nano- roughness on 
surfaces means that a spread of angles should be even more effective. Depending on the 
light wavelengths used, such the optical fibres used to deliver energy to the side of a dental 
implant may be plain glass, glass which has been modified with fluoride, germanium, or 
other dopants to enhance infrared light transmission, or rare earth element compounds such 
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as germanium or gallium oxides. The latter are used with middle infrared lasers (Er:YAG 
and Er,Cr:YSGG). 
 
Fibres which are finished with their ends at right angles to the long axis emit light in a narrow 
bema path, while cone-shaped tips have side firing actions. 102 It is also possible to modify 
the end of the fibre using acid etching and particle abrasion, 102 producing spherical patterns 
of emission from a “honeycomb” surface. 90, 102 The applications of such honeycomb 
surfaces include broad lateral dispersion of visible red light as well as near and middle 
infrared light, for photodynamic and photothermal disinfection of subgingival areas and 
confined spaces. This type of optical fibre technology also reduces thermal stress in 
adjacent hard and soft tissues. 104 It can also be used for fluorescence detection of biofilms 
on complex surfaces, including those which are only several cell layers thick, and of free-
floating planktonic bacteria. 105  
 
An important issue to consider with lasers is whether irradiation causes adverse changes to 
the implant surface. 89 One would expect that higher peak powers would cause greater 
alterations, and this has been shown for CO2 lasers, which can cause undesirable implant 
surface alterations when used in the super-pulsed mode (when there are very high peak 
powers), but less damage occurs when the same laser is used in continuous wave mode. 
106 Likewise, the Er:YAG laser, which normally operates in free running pulsed mode, can 
cause damage to titanium surfaces when used at very high peak power settings. 93, 107  
 
In summary, the concept of using lasers to treat implant surfaces holds considerable 
promise, yet certain technical issues remain to be addressed, including controlling the laser 
effect (for example, through fluorescence feedback), achieving the correct geometry for 
delivery of laser energy (such as by using side firing fiber tips), and controlling undesirable 
thermal effects on the titanium surface and on the adjacent supporting bone. 91, 92, 102 The 
laser treated surfaces have high biocompatibility, and this is reflected in the clinical studies 




The Er:YAG laser used in a pulsed mode to agitate fluids can remove biofilm without creating 






1. To qualitatively and quantitatively assess biofilm removal using fluids agitated with 
the Er:YAG laser, versus the same fluid without laser agitation.  
2. To assess the performance of different fluids (water, saline, 3% hydrogen peroxide 
and 1.8% calcium hydroxide) for biofilm removal using the laser agitation approach.  
5.2 Methods:  
 
Saliva collection 
Stimulated saliva was collected from a single donor, with the approval of the University of 
Queensland Human Ethics committee (Approval no 2012000218). The subject chewed on 
sterile paraffin wax (Saliva Check Buffer™ kit, GC Corp., Tokyo, Japan) for 5 minutes to 
produce approximately 5 mL of stimulated saliva, which was collected into a sterile 40 mL 
specimen container.   
 
Disc preparation  
Grade four commercially pure titanium discs with 3 different surfaces (polished, SLA or 
abraded) were used as the substrate for growth of a complex multispecies biofilm. The discs 
were washed in 100% ethanol to remove any surface residues of oil and then packaged for 
steam sterilization. The roughness values for the surfaces were as follows: polished discs 
0.58±0.1µm, abraded discs 1.44±0.12µm, and SLA surfaces 1.30±0.17µm. Each treatment 
group comprised 7 discs (6 used for the XTT assay and one for SEM), with 56 discs being 
used in all to cover the 8 treatment protocols. 
 
Biofilm model 
After inoculation with stimulated human saliva, the discs were cultured in Brain Heart 
infusion (BHI) broth medium (supplier) supplemented with 5% defibrinated sheep’s blood 
and 10% human saliva in the wells of sterile 24 well plates. Each well was 20 mm in 
diameter, and was filled with 1.0 ml of BHI broth and then cultured for 96 hours under 
anaerobic conditions.  The presence of saliva in the broth ensured continual supply of viable 
organisms in the broth to give a sufficiently mature and complex biofilm after 96 hours.  
 
BHI broth was used as this is a general-purpose medium that has been found highly suitable 
for supporting the growth of organisms derived from human saliva.187, 188 The inclusion of 
112 
 
sheep’s blood as a supplement ensured that the broth was rich in protein and haemoglobin 
products, in order to encourage the growth of facultative and obligate anaerobes. 189 The 
resulting mixed species biofilm is comparable to that found in an in vivo PI environment 
established on hydroxyapatite discs. 189 
 
Debridement protocol  
 
Discs with biofilm were allocated into one of the following four treatment groups:  
1. 3% H2O2   
2. Sterile physiological saline (positive control)  
3. 1.8% saturated Ca(OH)2  




Er:YAG laser energy (2940 nm wavelength, 20 Hz pulse frequency, 60 mJ per pulse energy, 
250 µsec pulse duration) was delivered onto the surface of samples covered with fluid only, 
or biofilm plus fluid. Half the groups were used with fluid and half without fluid. The laser 
(KEY-3+, KaVo, Biberach, Germany) was used with a dedicated handpiece (model 2061) 
with both internal water and air turned off, so that there was no disruption of the fluid or 
biofilm from these. The 2061 handpiece was held at 45 degrees to the disc surface. A 
cylindrical tip (0.55 mm diameter) with a bevelled edge was used as this was designed for 
treatment of PI.  
 
The laser tip was kept immersed in the fluid on the sample surface to generate agitation, but 
kept moving across the surface at a distance of between 0.5 to 1mm from the disc surface 
(i.e. without the tip touching the surface). All treatments were done by the same operator to 
ensure consistency. The irradiation period was 60 seconds for each sample. Samples with 
Er:YAG 2061 
handpiece without 
water and air 
1 min in 1ml 
sterilized water
1 min in 1ml 3% 
H2O2 solution
1 min in 1ml 1.8% 
Ca(OH)2 solution 





the treatment solutions but without laser agitation served as controls to compare the effect 
of laser agitation with the effect of the fluid alone.  
 
After either 60 seconds of laser treatment or 60 seconds of sham laser treatment (i.e. fluid 
alone), discs were rinsed with phosphate buffered saline (PBS, 150 mmol/L, pH 7.2) to 
remove any non-attached biofilm including planktonic and/or non-adherent cells.  
 
SEM: 
SEM assessment included control discs with no biofilm, discs with biofilm treated with 
solution only, and discs treated with solution plus Er:YAG laser agitation. One disc per group 
was chosen by random selection and used for SEM analysis. For this purpose, the biofilm 
remaining on the disc chosen for SEM was first fixed using 10% buffered neutral formalin 
solution for 24 hours. After being rinsed in PBS, discs were placed into 100 mmol/L 
cacodylate buffer for 1 hour, then post-fixed for 24 hours with 1% osmium tetroxide, then 
washed again in cacodylate buffer before being dehydrated with graded ethanol solutions 
(50%, 70%, 80%, 90%, and 100% ethanol solutions for 30 minutes each) and then dried 
overnight in a fume hood. Samples were then located onto aluminium stubs using 
conductive carbon tab, and sputter coated with a 10 nm gold layer (Coating Unit 5100, 
Polaron, Lewes, UK) and observed with a field emission SEM (Zeiss, Zeiss Sigma VP, Jena, 
Germany) at standardised series of magnifications (1000x and 5000x) using secondary 
electron mode at an accelerating voltage at 10 kV under high vacuum conditions. 
 
Quantitative analysis of biofilm by XTT assay: 
Six samples from each group were assessed for residual biofilm biomass using an assay 
based on the reduction of the tetrazolium salt XTT (2,3-Bis-(2-Methoxy-4-Nitro-5-
Sulfophenyl)-2H-Tetrazolium-5-Carboxanilide). This assay had been used previously to 
estimate viable biofilm growth and to examine the impact of biofilm therapies, 201 by 
assessing the ability of metabolically active sessile cells to reduce the XTT to water-soluble 
orange formazan compounds, the intensity of which can then be determined using a 
microtiter-plate reader. Samples were placed into separate wells in 24 well plate, into which 
were then placed 1.0 mL aliquots of XTT solution (ThermoFisher Scientific, Newstead QLD). 
The plates were incubated for 4 hours at 37 degrees Celsius. Aliquots of 200μL per well 
were taken from each well and transferred to 96 well plates so that the absorbance at a 
wavelength of 492 nm could be measured using a spectrophotometer (Tecan, Infinite 200 




Statistical analysis:  
The data from the 6 replicate samples for XTT were collated and results expressed as the 
mean and standard deviation. Differences between groups were assessed using one way 




Overall the action of the laser as a means to agitate various water-based solutions 
considerably increased the removal of biofilm above the level caused by the solutions alone, 
on all types of surfaces (Tables 5.1 and 5.2).   
 
Table 5.1: Optical density measurements in the Polished (P) group.   
 





Control/baseline  0.438 0.422 0.091 0.584 0.347   
Laser H2O2 0.095 0.095 0.001 0.097 0.094 77.5% <0.001 
H2O2 only 0.107 0.107 0.008 0.116 0.099 74.4% <0.001 
Laser H2O 0.097 0.098 0.001 0.099 0.096 77.0% <0.001 
H2O only 0.233 0.234 0.064 0.293 0.172 47.2% <0.001 
Laser NaCl 0.097 0.097 0.005 0.103 0.092 77.0% <0.001 
NaCl only 0.185 0.181 0.031 0.233 0.153 57.3% <0.001 
Laser Ca(OH)2 0.094 0.094 0.004 0.099 0.089 77.7% <0.001 
Ca(OH)2 only 0.124 0.121 0.011 0.144 0.115 70.9% <0.001 







Table 5.2: Optical density measurements in the Abraded (A) group. 
 





Control/baseline  0.312 0.314 0.067 0.397 0.235   
Laser H2O2 0.104 0.104 0.003 0.108 0.100 65.3% <0.001 
H2O2 only 0.108 0.108 0.004 0.114 0.103 64.2% <0.001 
Laser H2O 0.122 0.118 0.027 0.154 0.096 60.9% <0.001 
H2O only 0.249 0.255 0.062 0.315 0.181 13.3% >0.05 
Laser NaCl 0.101 0.099 0.008 0.113 0.094 66.1% <0.001 
NaCl only 0.236 0.028 0.028 0.263 0.210 22.9% <0.05 
Laser Ca(OH)2 0.099 0.099 0.007 0.107 0.093 67.2% <0.001 





Table 5.3: Optical density measurements in the SLA group. 
 





Control/baseline  0.238 0.245 0.035 0.272 0.197   
Laser H2O2 0.098 0.098 0.005 0.103 0.092 58.4% <0.001 
H2O2 only 0.146 0.147 0.010 0.156 0.134 38.2% <0.001 
Laser H2O 0.095 0.095 0.009 0.105 0.084 59.0% <0.01 
H2O only 0.224 0.225 0.095 0.235 0.186 0% >0.05 
Laser NaCl 0.093 0.092 0.015 0.095 0.089 60.6% <0.001 
NaCl only 0.138 0.135 0.015 0.172 0.117 37.7% <0.001 
Laser Ca(OH)2 0.100 0.100 0.001 0.101 0.099 57.2% <0.001 
Ca(OH)2 only 0.128 0.122 0.015 0.154 0.117 45.2% <0.001 
 
Effects of surface type and type of solution:  
As shown in Figure 5.1, with the polished surface, there was no difference using water or 
H2O2 with laser based activation (P=0.9916 for water, P=0.823 for H2O2). There was a 
difference when comparing Ca(OH)2, water and saline, (P<0.001), with the Ca(OH)2 solution 
being more effective than water or saline on biofilm removal from polished surfaces when 
not activated by the laser.  
 
As shown in Figure 5.2, for the abraded surface, the biofilm removal effects of laser agitation 
were not influenced by the choice of water-based solution (P=0.3748) or H2O2 (P=0.522). 
On abraded surfaces with biofilms, application of Ca(OH)2 alone without any laser activation 
caused a reduction in biofilm, but this same effect was not seen with saline, water or 
hydrogen peroxide.  
 
As shown in Figure 5.3, laser treatment of SLA discs achieved biofilm reduction of greater 
than 55%, regardless of what type of solution was used, and there was not a statistically 
significant difference in performance between the various solutions, (P=0.855) such that 
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each was equally effective on this surface. Water used without laser activation showed poor 
effectiveness for biofilm removal versus baseline (P=0.373). Water used without laser 





Figure 5.1: Polished group treatments ranked in order from most effective to least effective 
for biofilm removal. N.S indicates that differences between the groups are not statistically 
significant. SALINE L= 0.9% NaCl with laser agitation, H2O L = distilled water with laser 
agitation, CAOH L = 1.8% Calcium Hydroxide with laser agitation, H2O2 = 3% hydrogen 
peroxide with laser agitation. SALINE = 0.9% NaCl solution only, H2O = water only, H2O2 
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Figure 5.2: Abraded group treatments ranked in order from most effective to least effective. 
N.S indicates that differences between groups were not statistically significant. 
 
 
Figure 5.3:  SLA group treatments ranked in order from most effective to least effective. N.S 
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Figure 5.4: Percentage reduction in biofilm compared to baseline for the 3% hydrogen 
peroxide group when exposed to the Er:YAG laser, compared to placing a disc in the 



































Figure 5.5: Percentage reduction in biofilm compared to baseline for the distilled water group 
when exposed to the Er:YAG laser, compared to placing a disc in the same solution for 60 
seconds.  
 
Figure 5.6: Percentage reduction in biofilm compared to baseline for the physiological saline 
group when exposed to the Er:YAG laser, compared to placing a disc in saline for 60 




































































Figure 5.7: Percentage reduction in biofilm compared to baseline for the calcium hydroxide 
solution group when exposed to the Er:YAG laser, compared to placing a disc in the same 


































   
   
Figure 5.8: Typical examples of 96 hour biofilms grown on titanium discs using saliva as the 
inoculum grown under anaerobic conditions. (A) and (D) show biofilm grown on a polished 
surface, (B) and (E) on an abraded (blasted) surface, and (C) and (F) on an SLA surface. 
 
 
   
Figure 5.9: Effects of laser treatment alone on titanium discs. The KaVo KEY3 Er:YAG laser 
was used on the surface of titanium discs at a pulse frequency of 20 Hz and a pulse energy 
of 60 mJ for a total of 60 seconds. (A) represents a polished surface, (B) an abraded 
(blasted) surface and (C) an SLA surface. 
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Hydrogen peroxide group:  
 
Application of the Er:YAG into a 3% hydrogen peroxide solution resulted in biofilm reduction 
of 58.43% in the SLA group, 65.28% in the abraded group and 77.51% reduction in the 
polished group, all of which were statistically significant reductions from the baseline value 
(P<0.001), as shown in Tables 5.1-5.3. SEM examination demonstrated that a majority of 
the biofilm had been removed, as the original surface could be seen at 1000x (Figure 5.10) 
compared to the untreated samples with a biofilm present (Figure 5.8). At high magnification, 
only single cells remained well attached. There was little or no modification of the surface 
topography (Figure 5.10)  
 
The application of 3% H2O2 only without laser agitation did not give marked visible changes 
to the biofilm on any of the three surfaces compared to Figure 5.9, which biofilm remaining 
on the surface of the discs as observed by SEM (Figure 5.11). From the XTT data, hydrogen 
peroxide solution for 60 seconds gave a reduction in biofilm metabolic activity ranging from 
38.18% (SLA group) to 74.40% in the polished group (Tables 5.1, 5.3 and Figure 5.4).  
 
     
     
Figure 5.10: Effects of the Er:YAG laser when used at 20 Hz and 60 mJ for a total of 60 
seconds to agitate 1.0 mL of 3% H2O2. Upper panels are 1000x, while lower panels are 
5000x magnification. (A) and (D) represent a polished surface, (B) and (E) an abraded 
(blasted) surface, and (C) and (F) an SLA surface. 
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Figure 5.11: Effects of 3% hydrogen peroxide application alone on biofilms as a vehicle 
control, i.e. without laser agitation. Upper panels are 1000x, lower panels are 5000x 
magnification. (A) and (D) show biofilm on a polished surface, (B) and (E) on an abraded 
(blasted) surface, and (C) and (F) on an SLA surface. 
 
Water group: 
Using the Er:YAG into water reduced biofilm activity in the XTT assay by 58.43 to 74.40% 
across the different surface groups. In all cases, the XTT results were statistically different 
than the baseline (P<0.001). There were few cells remaining attached on the surface of the 
discs, and no changes in surface topographical characteristics (Figure 5.12). 
 
In comparison, placement of water alone without laser agitation did not cause meaningful 
changes to the biofilm as viewed by SEM. As shown in Figure 5.13, when water was used 
as the solution but was not agitated with the laser, there was still a mature biofilm remaining 
attached to the surface, and none of the original surface could be seen. According to the 
XTT data, water for 60 seconds reduced biofilm metabolic activity on SLA surfaces by 0% 
(SLA group), by 13.25% on abraded surfaces and by 45.15% on polished surfaces, as 
shown in Tables 5.1 – 5.3. It also appears that activating the water with a laser provides a 
greater reduction in biofilm metabolic activity compared to placing the discs in water only 
(Figure 5.5). 
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Figure 5.12: Effects of the Er:YAG laser when used to agitate sterile distilled water on the 
surface of a disc. Upper panels 1000x, lower panels 5000x magnification. (A) and (D) 




     
     
Figure 5.13: Effects of distilled water as a vehicle control when applied to biofilms for 60 
seconds. Upper panels 1000x, lower panels 5000x magnification. (A) and (D) are biofilms 
grown over a polished surface, (B) and (E) over an abraded surface, and (C) and (F) over 
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Saline Group:  
 
Laser agitation of saline reduced biofilm metabolic activity by 60.57 – 76.98% across the 
different surface groups, as shown in Tables 5.1-5.3, and these effects were statistically 
significant changes from the baseline for all three surfaces. By SEM, individual remaining 
cells could be seen at 1000x (Figure 5.14). At 5000x there was a type of a surface ‘melting’ 
or fusion of biofilm components onto the disc surface (Figure 5.14F).  
 
When saline was present without laser agitation, the biofilm remain unchanged in terms of 
its appearance under SEM (Figure 5.15), remaining uniform, thick and homogenous, and 
covering all of the original disc surface (Figures 5.15A-C).  However, based on XTT data 
there was also a reduction in biofilm activity (Tables 5.1-3), particularly in the polished 
surface group (Table 5.1). Activating the saline with a laser provides a greater reduction in 
biofilm metabolic activity compared to placing the discs in saline only (Figure 5.6). 
 
    
     
Figure 5.14: Effects of the Er:YAG laser when used to agitate 1.0 mL of 0.9% NaCl (saline) 
on the surface of a disc. Upper panels 1000x, lower panels 5000x magnification. (A) and (D) 
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Figure 5.15: Effects of saline alone on biofilms when 1.0 mL of 0.9% NaCl (saline) was 
applied for 60 seconds as a vehicle control. Upper panels 1000x, lower panels 5000x 
magnification. (A) and (D) show a biofilm grown over a polished surface, (B) and (E) over 
an abraded surface, and (C) and (F) over an SLA surface. 
 
Calcium Hydroxide group: 
 
When the Er:YAG laser was used to agitate the 1.8% calcium hydroxide solution, the biofilm 
was mostly removed, with only single cells remaining, as shown in Figure 5.16. Some 
remnants of the extracellular polysaccharide biofilm matrix could be seen at high 
magnification (Figures. 5.16D-F). This was most obvious on the abraded surface, as shown 
in Figure 5.16E.  
 
With laser agitation, according to XTT data, there was a reduction in biofilm metabolic activity 
by 57.12% in the SLA group (Table 5.3), 67.24% in the abraded group (Table 5.2) and 
77.69% in the polished group (Table 5.1). Laser activation of calcium hydroxide did not result 
in a greater reduction in biofilm metabolic activity compared to placing the discs in calcium 
hydroxide only (Figure 5.7). 
 
Under SEM, after being placed into the Ca(OH)2 solution without any laser agitation the 
biofilm was relatively unchanged from its initial appearance (Figure. 5.17A-C). However the 
viability of the biofilm was reduced significantly by 55.0% on the abraded surface, 45.22% 
on the SLA surface, and 70.85% on the polished surface (Tables 5.1-5.3).  
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Figure 5.16: Effects of the Er:YAG laser when used to agitate 1.0 mL of 1.8% calcium 
hydroxide solution on the surface of a disc. Upper panels 1000x, lower panels 5000x 
magnification. (A) and (D) show a polished surface, (B) and (E) an abraded surface, and (C) 
and (F) an SLA surface. 
 
     
     
Figure 5.17: Effects of calcium hydroxide alone on biofilms when 1.0 mL of 1.8% calcium 
hydroxide was applied for 60 seconds as a vehicle control. Upper panels 1000x, lower 
panels 5000x magnification. (A) and (D) show a biofilm grown over a polished surface, (B) 
and (E) over an abraded surface, and (C) and (F) over an SLA surface. 
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5.4 Discussion:  
 
This investigation examined the effects of an Er:YAG laser as a means to agitate fluids to 
better disrupt or inactivate biofilms grown on three different titanium surfaces in vitro. Laser 
activation was shown to improve the action of water, saline and hydrogen peroxide, but not 
calcium hydroxide. The effects were shown using a mixed mature biofilm. This model was 
chosen as it should be comparable to a biofilm on an implants. Such mature biofilms are 
known to induce in the host inflammatory mediators and bone resorption. 202, 203 
 
With current therapies one wants to see improvements in clinical outcomes (such as 
bleeding on probing, probing depths, or clinical attachment levels) as well as in 
microbiological parameters. 204 Using a pulsed Er:YAG laser has the potential to both 
remove biofilm and also to sterilise the surface without modifying the original topography. 
There have been promising results in this regard in a number of in vitro studies, 91, 205-208 
however to date no studies have examined laser agitation of fluids such as saline, hydrogen 
peroxide, or calcium hydroxide, but instead have used plain water as the water mist cooling 
spray for the laser. In water-based fluids, cavitation events would be expected to enhance 
the antimicrobial action of hydroxyl ions or reactive oxygen species. The results obtained in 
this experiment indicate that laser agitation of fluids does improve their performance as 
gauged by both reductions in biofilm metabolic activity and by the SEM imaging of the 
surface for residual biofilm.  
 
One strong argument for the use of Er:YAG lasers to debride implant surfaces is that it can 
decontaminate the implant surface without other adverse effects. Because Er:YAG lasers 
can damage the surface when used at very high pulse energies and high peak powers, it is 
important to choose a low pulse energy such as that used in the present study, which is 
considered safe for teeth as well as for dental implants, and to take on board the type of 
original implant surface. 209, 210 A low pulse energy makes it possible to avoid surface 
damage, something which is important for complex specialized surfaces. 211 The 
effectiveness of bacterial removal will be affected by the nature of the surface, as shown by 
Quaranta et al. 210 This point is relevant to Er:YAG lasers as well as to others such as diode 
lasers. 212, 213  
 
A 2013 review of lasers for implant surface debridement noted that as yet there is not a 
consensus in terms of ideal parameters. 208 In the present study, using 60 mJ/pulse 
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delivered at a frequency of 20 Hz, there were no problems with surface damage regardless 
of what solution was used, despite there being good biofilm removal. There was minimal 
biofilm left on the laser irradiated surfaces, which was mostly single adherent cells. This 
stood in contrast to the situation where biofilms were exposed to fluids but not to the Er:YAG 
laser. The results from the present study suggest that a 60 second application time results 
in near complete removal of the biofilm and leaves the surface unchanged, however it does 
not render the surface completely sterile.  
 
In the present study, biofilm metabolic activity was assessed using the XTT assay, within 
which a yellow dye is reduced to orange by viable cells. The XTT assay has previously been 
shown to be a suitable method to measure biofilm on treated titanium discs. 201 For the 
purpose of this study, the reduction in concentration of formazan end product means that 
either cells are not viable or that they have been dispersed from the surface. 214 This is why 
it was considered necessary to examine the remaining biofilm on the discs directly using 
SEM. The major advantage of XTT over traditional methods such as plating out to calculate 
colony forming units (CFUs) is that in a mixed species biofilm model, the XTT assay can 
detect all organisms which are present, including strict anaerobics. The assay would also 
detect inhibitory effects of laser treatment on fungi present in biofilms. Previous studies have 
shown that Er:YAG laser treatment can reduce the extent of biofilms of Candida albicans 
grown on the surface of smooth titanium discs. 205 
 
5.5 Conclusion:  
 
From the results of this study, it appears that regardless of the type of solution used, Er:YAG 
laser agitation at 60 mJ/pulse at a pu8lse frequency of 20 Hz applied for one minute will 
result in a significant reduction in biofilm activity reduction and minimal or no surface 










Low current electrolysis 






Over the past 50 years, Ti dental implants have become an increasingly popular and reliable 
method for replacing missing teeth. Bone will integrate with the oxide layer on the surface 
of Ti, providing a rigid support for suitable prostheses such as full crowns. However, after 
the implant fixture has been restored, complications such as the development of biofilm on 
its surface can drive biological complications such as PIM and PI. PIM has been defined as 
biofilm-induced inflammation that is limited to the gingivae, with no bone loss around the 
fixture, 10 even though there is bleeding on probing. Whether or not PIM progresses to PI, 
where bone loss occurs, depends on the nature of the host’s immune response to the 
biofilm. 10  
 
While biofilms have been implicated as causal factors in the development of implant related 
diseases, to date the goal of achieving complete decontamination of the surface remains 
elusive. 67 Currently open surgical debridement has been recommended over a closed 
debridement approach as it is a more predictable and reliable approach to managing 
infection around an implant. 37 Common treatment approaches to remove biofilm from the 
threaded portion of implants involve either mechanical removal using some type of 
instrument, chemical disinfection of the surface, or a combination of both. 37 Current biofilm 
removal methods require frequent application, and have the potential to modify the implant 
surface by either corroding the surface or changing the original physical characteristics, 
something that may reduce the biocompatibility of the surface and enhance subsequent 
biofilm accumulation. 48, 88  
 
Chemical approaches do not penetrate to the full depth of the biofilms, and they struggle to 
achieve sufficient levels of kill because the susceptibility of bacteria in biofilms to common 
biocides is reduced by 500-5000 times compared to bacteria in the free floating planktonic 
form. 111 As the biofilm is a diverse community, using just one biocide is unlikely to be 
effective. 112 
 
Because the extracellular polysaccharide (EPS) matrix of a biofilm is electrically charged, 
when an electrical current is applied through the biofilm this may disrupt the EPS as well as 
enhance penetration of certain charged biocides by increasing the permeability of the EPS, 




If one applies this concept to Ti dental implants, because of their metallic and electrically 
conductive nature, it should be possible to pass an electrical current through them, causing 
disruption and removal of the attached biofilm without any physical debridement being 
required, and without causing clinically significant damage or modification to the fixture 
surface. 115, 216 Electrolysis of water causes decomposition of water into oxygen gas (from 
oxidation at the anode) and hydrogen gas (from reduction at the cathode) as an electric 
current being passed through the water, provided  a potential difference of 1.23 volts of 
direct current is applied.  
 
Rabininivitch and Stewart demonstrated the effect of electrical current on biofilms of 
Staphylococcus epidermidis grown on a stainless steel anode. 116 They observed that after 
30 seconds much of the biofilm was visibly removed, and there was a 4 log reduction in 
viability. 116 How these effects could be applied to Ti surfaces has not yet been explored in 
detail. Bearing in mind that in the clinical situation the fluid environment around an implant 
fixture is not pure water but a physiological solution containing sodium, potassium, chloride, 
bicarbonate and other ions, the effects of electrical currents are more complex. For 
example, in the presence of saline (sodium and chloride ions in water), the reaction 
products include chlorine gas (at the anode) and hydroxyl ions (at the cathode, from 
aqueous sodium hydroxide). Both hydroxyl ions and chlorine gas can have powerful 
disinfectant actions. Adding to this, the generation of bubbles of gas would in itself have 
some physical disrupting effect on biofilms, as has been suggested by Mohn et al. 117 which 
could aid in detaching biofilm from the surface. 118, 217  
 
Other authors have suggested that the antibacterial effects of biocides and antibiotics could 
be enhanced by the use of an electrical current through biofilm present on the surface of 
an implant, as a ‘bioelectric effect’. 113 Applying electrical current could therefore either 
augment or replace traditional approaches to biofilm removal from Ti dental implants. 117 If 
properly controlled, the generation of chlorine gas at the cathode could help disrupt biofilm 
or cause it to detach from the surface, thereby giving a level of disinfection of the implant 
surface. 117 The pH environment of the biofilm will also be altered because of 
electrochemical effects including production of hydroxyl ions at the cathode, which could 
affect its viability. 
 
Past work for electrolysis has employed high voltages, because of a so-called “overvoltage 
effect”, in order to enhance the reaction rate. As the use of high voltages raises concerns 
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for safety for any clinical application, the alternative approach is to use voltages just above 
the level where water electrolysis reactions are triggered. It should be possible to gain the 
benefits of electrochemical effects at a very low voltages around 1 volt DC. At such levels 
it is then necessary to determine what level of current is required (in milliamperes). Past 
studies have not shed light on what current flow is critical for biofilm removal. 115, 117, 118, 216 
 
Another limitation of past work has been the lack of complexity of the biofilms used, as 
previous authors have used single or dual species biofilms grown on Ti surfaces using a 
disc model, rather than complex multi-species biofilms. Thus, the present study was 
undertaken to examine electrochemical disinfection effects at low voltage, exploring the 
variables of current flow, time, pH and saline concentration.  
 
Hypothesis: Very low current (mA) will remove a mature biofilm at both the anode and 
cathode on Ti smooth surfaces.  
 
Aim: To explore quantitative and qualitative methods to document the effects of current 




Disc preparation  
Grade four commercially pure Ti discs were used as the substrate for a complex 
multispecies biofilm. The discs were washed in 100% ethanol to remove any surface 
residues of oil and then packaged for steam sterilization. The surface of the disc was not 




Ti discs covered by biofilm were used as the anode and the cathode, the discs were placed 
into 20 mL of the appropriate solution within a plastic container, with an alligator clip 
attached to make the electrical connection to each disk. The power source was a D size 
1.5 volt alkaline battery (Energizer Max, Eveready, Sydney, Australia). Current was 
controlled by a resistor wheel (model RR0700, Jaycar Electronics, Rydalmere, NSW, 
Australia) which could select one of 36 different resistors applied in series with the load. 
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Current flow through the circuit and the applied voltage across the load were both measured 
using high impedance multimeters (model QM1549, Jaycar Electronics, Rydalmere, NSW, 
Australia). The experimental variables which were explored were: 
 
1. Current flow (0, 1, 2, 3, 4, or 5mA of electrical current for 15 minutes) at 1 volt using 
sterile physiological saline (0.9% NaCl) as the fluid; 
2. Time (0, 1, 2, or 5 minutes) using 1mA current at 1 volt using sterile physiological 
saline (0.9% NaCl) as the fluid; 
3. Concentration of saline: 0% (distilled water), 0.45% 0.9% and 1.8% w/v NaCl using 1 
volt and 1mA for 1 minute.  
4. Buffer strength (phosphate buffer pH 7.2 at 0, 150 mmol/L and 300 mmol/L) using 
1mA current at 1 volt. 
 
Quantitative analysis of biofilm by XTT assay 
Six samples (three from the Anode, and three from the cathode) from each group were 
assessed for residual biofilm biomass using an assay based on the reduction of the 
tetrazolium salt XTT (2,3-Bis-(2-Methoxy-4-Nitro-5-Sulfophenyl)-2H-Tetrazolium-5-
Carboxanilide). This assay has been used previously in this thesis to estimate viable biofilm 
growth and to examine the impact of biofilm therapies, by assessing the ability of 
metabolically active sessile cells to reduce the XTT to water-soluble orange formazan 
compounds, the intensity of which can then be determined using a microtiter-plate reader, 
as described in Chapter 5. 
 
Confocal microscopy:  
Treated discs were washed in PBS and the biofilm stained using the Live/Dead BacLight™ 
bacterial viability kit (Molecular Probes, ThermoFisher scientific, Waltham, MA USA), to 
reveal live cells (fluorescent green) and dead or inactive cells (fluorescent red). Samples 
were then examined in a confocal microscope (C2+, Nikon, Tokyo, Japan) using laser 
excitation with appropriate filters, and representative images taken of the surface (field area  
420 × 320 μm = 0.13 mm2).  
 
SEM: 
Control discs with no biofilm and with biofilm but not electrochemical treatment were 
assessed together with treated discs. Two treated discs (one anode and one cathode per 
group) were used. Discs were washed in PBS then placed into 100 mmol/L cacodylate 
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buffer for 1 hour, then post-fixed for 24 hours with osmium tetroxide, then washed again in 
cacodylate buffer and dehydrated with graded ethanol solutions (50%, 70%, 80%, 90%, 
and 100% ethanol solutions for 30 minutes each) and finally dried overnight in a fume hood, 
before being located onto aluminium stubs using conductive carbon tab, and sputter coated 
with a 10 nm gold layer (Coating Unit 5100, Polaron, UK) and observed with a field emission 
SEM (Zeiss Sigma VP, Jena, Germany) at standardised series of magnifications (1000x 
and 5000x) using secondary electron modes at an accelerating voltage at 10 kV under high 
vacuum conditions. 
 
Statistical analysis:  
The results were expressed as mean – SD and between groups will be completed using 
one way ANOVA test. A probability value of P = 0.05 was used as the significance level.  
 
6.3 Results  
 
Effect of current 
As shown Figure 6.4, after 15 minutes of a constant current between 1-5 mA in the presence 
of physiological saline, the XTT data showed a reduction in biofilm activity from the baseline 
untreated values that ranged from 72.3% (+/- 2.9) to 74.7% (+/- 5.0) at the cathode, and 
65.1% (+/- 6.1) to 71.5% (+/- 11.5) at the anode. There was a trend towards lower biofilm 
activity with greater current for 15 minutes at the cathode. There was a statistically 
significant difference between the treatment groups with increasing in current (P = 0.0174), 
as shown in Figures 6.1 and 6.2. 
 
The reductions in biomass observed in the XTT data are consistent with the findings from 
confocal microscopy which show a dispersal of biofilm with increasing current at the 
cathode but much less change at the anode (Figs 6.7-6.16). Biofilm dispersal is especially 
prominent at the cathode after 5 minutes, as shown in Fig 6.16.  
 
SEM examination of the samples (Figures 6.44-6.53) reveals significant detachment of 
biofilm at the cathode, and this is especially pronounced after 15 minutes at 5 mA, where 





Effects of time  
As shown in Figure 6.3, XTT results reveal that there is greater reduction in biofilm activity 
at the cathode and anode. Progressively greater biofilm removal is seen by confocal 
imaging (Figures. 6.17-6.22) and SEM (Figures 6.34- 6.39) after 5 mins as compared to 1 
min, and again between 15 min and 5 min, for the same current of 1 mA (Figure 6.22).  
 
Effect of saline concentration  
XTT data for saline concentration are presented in Figure 6.5. There was no significant 
biofilm removal in the absence of saline, i.e. when the fluid used was distilled water. 
Keeping the time at 1 min and the current at 1 mA, there was trend for greater biofilm 
removal with increasing saline concentration from 0.45 to 0.9%, both at the anode and the 
cathode. At the anode, biofilm removal as gauged by XTT increased from 69.3% (+/- 5.5) 
to 70.6% (+/- 4.3) to 70.5% (+/- 4.7) with increasing saline concentration from 0.45% to 
0.9% to 1.8%. Likewise, at the cathode, the corresponding values were 69.1% (+/- 6.1), 
72.6% (+/- 6.1), and 72.5% (+/-4.5), respectively.  
 
Using confocal imaging, it was noted that when the fluid used for electrolysis was distilled 
water (Figures 6.23-6.24), a dense biofilm persisted which was still viable and biologically 
active. As saline concentration increased, greater dispersal of biofilm occurred. At a saline 
concentration of 1.8%, the dispersal is so profound, particularly at the cathode (Figure 
6.28), that bacterial activity resembles that of the planktonic state. This same effect can be 
seen in the SEM images (Figure 6.59), which show greater biofilm dispersal with increasing 
saline concentration, particularly from the cathode, as demonstrated in Figures 6.54-6.59. 
At the highest saline concentration of 1.8%, underlying Ti has become exposed at the 
cathode, but not at the anode.  
 
Effect of buffer  
In the absence of electrical current, buffer did not affect biofilm activity. When electrical 
current was employed, the presence of a buffer increased biofilm removal. Doubling the 
buffer strength and the accompanying saline concentration gave an incremental 
improvement in biofilm removal. There was little difference between the reductions seen at 
the anode and at the cathode in the buffer strength experimental series, which contrasted 
with other parts of the study. XTT data show that PBS gave a reduction in biofilm activity of 
70.5% (+/- 7.7) and 69.2% (+/- 5.1) at the cathode, as shown in Fig. 6.6. The similar 
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responses were seen in the confocal (Figures 6.29-6.32) and SEM images of the same 




Figure 6.1: Comparison at the anode for baseline biofilm versus treatment groups, with 






Figure 6.2: Comparison at the cathode for baseline biofilm versus treatment groups.   
 
 
Figure 6.3: Percentage reduction in biofilm activity with increasing time of exposure to an 










Figure 6.5: Percentage reduction in biofilm activity with increasing saline concentration at 







Figure 6.6: Percentage reduction in biofilm activity with PBS buffer only compared to a 





The effect of current (confocal imaging): anode (left) vs cathode (right)  
Figure 6.7: 1 mA anode 
 
Figure 6.8: 1 mA Cathode 
 
Figure 6.9: 2 mA anode 
 
Figure 6.10: 2 mA cathode 
 
Figure 6.11: 3 mA anode 
 





Figure 6.13: 4 mA anode 
 
Figure 6.14: 4 mA cathode 
 
             Figure 6.15: 5 mA anode 
 






The effect of time:  
 
Figure 6.17: 1 minute 1mA anode 
 
Figure 6.18: 1 minute cathode 
 
Figure 6.19: 2 minutes anode 
 






Figure 6.21: 5 minutes anode 
 
Figure 6.22: 5 minutes cathode 
 
The effect of saline concentration:    
Figure 6.23: Distilled water anode 
 





Figure 6.25: 0.45% NaCl anode 
 
 
Figure 6.26: 0.45% cathode 
 
Figure 6.27: 1.8% NaCl anode 
 









The effects of buffer:  
Figure 6.29: PBS + 0.9%NaCl anode 
 




Figure 6.31: PBS only anode 
 








   
Figure 6.33: Images taken at (A) 1000x and (B) 5000x of original grade 4 cpTi polished surface with 
no biofilm.   
 
 
   
Figure 6.34: Images taken at (A) 1000x and (B) 5000x after 1 minute of exposure to 1 mA of current 
at the anode. 
  
   
Figure 6.35: Images taken at (A) 1000x and (B) 5000x after 1 minute of exposure to 1 mA of current 







   
 
Figure 6.36: Images taken at (A) 1000x and (B) 5000x after 2 minutes of exposure at 1 mA of current 
at the anode. 
  
   
 
Figure 6.37: Images taken at (A) 1000x and (B) 5000x after 2 minutes of exposure at 1 mA of current 
at the cathode. 
 
   
 
Figure 6.38: Images taken at (A) 1000x and (B) 5000x after 5 minutes of exposure at 1mA of current 






   
Figure 6.39: Images taken at (A) 1000x and (B) 5000x after 5 minutes of exposure at 1mA of current 
at the cathode. 
 
The effects of buffer:  
  
 
Figure 6.40: Images taken at (A) 1000x and (B) 5000x after exposure to 1 mA of current in 0.9% 




Figure 6.41: Images taken at 1000x and 5000x after exposure to 1 mA of current in 0.9% NaCl with 








Figure 6.42: Images taken at (A) 1000x and (B) 5000x after exposure to 1 mA of current in buffer 
solution only at the anode.  
 
   
 
Figure 6.43: Images taken at (A) 1000x and (B) 5000x after exposure to 1 mA of current in buffer 
solution only at the cathode.   
 
The effects of current with 0.9% physiological saline after 15 minutes:   
   
 
Figure 6.44: Images taken at (A) 1000x and (B) 5000x after exposure to 1 mA of current in a 0.9% 








Figure 6.45: Images taken at (A) 1000x and (B) 5000x after exposure to 1 mA of current in a 0.9% 
NaCl solution at the cathode. 
 
   
 
Figure 6.46 Images taken at (A) 1000x and (B) 5000x after exposure to 2 mA of current in a 0.9% 
NaCl solution at the anode. 
 
   
 
Figure 6.47: Images taken at (A) 1000x and (B) 5000x after exposure to 2 mA of current in a 0.9% 






   
 
Figure 6.48 Images taken at 1000x and (B) 5000x after exposure to 3 mA of current in a 0.9% NaCl 
solution at the anode. 
 
   
 
Figure 6.49: Images taken at (A) 1000x and (B) 5000x after exposure to 3 mA of current in a 0.9% 
NaCl solution at the cathode. 
 
   
 
Figure 6.50: Images taken at (A) 1000x and (B) 5000x after exposure to 4 mA of current in a 0.9% 






   
 
Figure 6.51: Images taken at (A) 1000x and (B) 5000x after exposure to 4 mA of current in a 0.9% 
NaCl solution at the cathode. 
  
   
 
Figure 6.52: Images taken at (A) 1000x and (B) 5000x after exposure to 5 mA of current in a 0.9% 
NaCl solution at the anode. 
 
   
Figure 6.53: Images taken at (A) 1000x and (B) 5000x after exposure to 5 mA of current in a 0.9% 







Effect of saline concentration:  
   
 
Figure 6.54: Images taken at (A) 1000x and (B) 5000x after exposure to 1 mA of current in distilled 




Figure 6.55: Images taken at (A) 1000x and (B) 5000x after exposure to 1 mA of current in distilled 
water only at the cathode after 1 minute.  
 
   
 
Figure 6.56: Images taken at (A) 1000x and (B) 5000x after exposure to 1 mA of current in 0.45% 






   
 
Figure 6.57: Images taken at (A) 1000x and (B) 5000x after exposure to 1 mA of current in 0.45% 
NaCl at the cathode after 1 minute.  
 
   
 
Figure 6.58: Images taken at (A) 1000x and (B) 5000x after exposure to 1 mA of current in 1.8% 
NaCl at the anode after 1 minute.  
 
   
 
Figure 6.59: Images taken at (A) 1000x and (B) 5000x after exposure to 1 mA of current in 1.8% 








6.4 Discussion  
 
The present study examined an alternative approach using ultralow voltage electrochemical 
disinfection. The results indicate that dispersal of biofilm can be achieved using this method, 
and that the effects are enhanced, albeit up to a point, with increasing current flow, 
increasing time and increasing saline concentrations. Because the major candidate 
chemical agent involved in this process is hydroxyl ions, it is unsurprising that adding a 
buffer is unproductive, since the hydroxide ions can now being buffered more effectively. 
  
The use of electrochemical processes for disinfection has potential for use both as a clinical 
intervention as well as a strategy which could be enacted by patients in their own mouths, 
provided that a suitable source of low voltage direct current can be provided. As a method 
to extend the existing range of options, the use of electrical current has appeal because of 
its simplicity and because it could augment other methods such as biocides, particle jets 
and mechanical instruments. It could have a particular use as a second step to follow 
treatments such as particle jets.  
 
The potential of electrochemical disinfection in the mouth between professional hygiene 
appointments should be the subject for further work. Newly inserted implants have been 
reported to develop a subgingival biofilm within four weeks after placement, 27 which then 
can progress to biological complications within three years of function. 119 An intraoral 
device based on this concept could delay biofilm maturation by dispersing biofilm off the 
surface at periodic intervals. Based on the present results, using high currents or long times 
in the presence of strong salt solutions would need to be avoided since this would lead to 
loss of some of the Ti surface itself, possibly through electrolytic corrosion. It remains to be 
determined how this affects the integrity and biocompatibility of the oxide layer.  
 
Pure water will break down under electrolysis at voltages above 1.23 V. This well known 
fact explains why no biofilm removal occurred at either the anode or cathode when discs 
were in sterile distilled water and only 1.0 volt was applied as the electrical potential. XTT 
data confirmed no statistically significant change from the baseline in this situation.  
 
The XTT assay was used to determine biofilm biomass, since the yellow dye is reduced to 
orange by viable cells. The XTT assay has been shown to be a suitable method to measure 
biofilm on treated Ti discs. 201 For the purpose of this study, the reduction in concentration 
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of formazan end product means that either cells are not viable or that they have been 
dispersed from the surface. 214 This is one reason why it was considered necessary to 
examine the remaining biofilm on the discs using confocal microscopy and SEM. The major 
advantage of XTT over traditional methods such as plating out to calculate colony forming 
units (CFUs) is that in a mixed species biofilm model, the XTT assay can detect all 
organisms which are present, including strict anaerobic bacteria and fungi.  
 
The data from this study reveal that more biofilm is removed from the cathode, which may 
be due in part to the physical action of the chlorine gas bubbles created there when saline 
is present. Looking across the variables tested, testing the lowest current (1 mA) and the 
shortest amount of time required (1 min) to inactivate or disperse the bulk of a 96 hour 
mixed biofilm that is well attached to a smooth Ti surface in the presence of a physiological 
concentration of saline (0.9% NaCl) provides results which give optimism, however how 
well the same method will work on a the micro-roughened surface of a Ti implant fixture 
remains to be determined. 
 
In 1992, Blenkinsopp proposed that applying a small electrical current could enhance the 
effects of an antimicrobial agent, 113 and this has been termed the ‘bioelectric’ effect. 116 As 
well, in a past study, Hong et al. showed that a constant low current applied at a voltage 
well above the electrolysis threshold of water could remove up to 80% of the adherent 
biofilm from a conductive material after 20 minutes of treatment time. 120 The results from 
our study show a comparable reduction in biofilm activity, but using ultralow voltage and 
lower current, and in a shorter time.  
 
The mechanisms by which electrical current affect EPS and cells within biofilms are not 
fully understood. Other than the generation of hydroxide ions and chlorine gas, other 
mechanisms which be operating include effects due to surface charge, a factor which can 
influence binding and attachment of bacteria. Once this attachment has occurred, biofilm 
then accumulates and matures, and the nature of the original surface becomes a less 
important factor. 144 Busscher et al. have suggested that the weakest link in a biofilm is the 
bond between the initial colonizing bacteria and the surface. 122 Based on the SEM images, 
some detachment of biofilm at the cathode may have occurred by breaking this bond. 
Nevertheless, some pellicle and EPS remained, which would pose concerns for 
biocompatibility because of the content of lipopolysaccharides. It has been suggested that 
generating electrical currents to target the bond between the surface and the initial 
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commensal bacteria could both change the surface charge to detach and remove bacteria 
at the same time. 218 Other work has suggested that applying an electrical current could 
lead to structural changes to the biofilm as it develops. 219 
 
As already mentioned, the electrolysis of NaCl in water will generate sodium hydroxide and 
chlorine gas. There are also possible downstream chemical reactions for other reaction 
products which could generate reactive oxygen species, 123 or hydrochloric acid. 220 The 
data from the XTT assay, confocal microscopy and SEM all concur that the greatest biofilm 
removal is from the cathode, a finding which supporting the concept of chlorine gas being 
a major contributor. 117 
 
Finally, there is a possibility for electrical effects to be combined with the local application 
of biocides or with mechanical treatments. Previous work has shown how a low electrical 
current (either 1.5 or 10 mA) could enhance the antibacterial effects of CHX. 121 Likewise, 
Al-Hashedi et al. used 2.3 mA with 1.8V for 5 minutes and showed a reduction in bacterial 
viability and in the number of attached bacteria. They went on to suggest using a Ti brush 
first and then following this with electrochemical disinfection. 115 
6.5 Conclusion 
 
From these series of experiments, it appears that a physiological saline concentration as the 
fluid environment for treatment at 1 volt and 1 mA current for 60 seconds will inactivate 


















7.1 Discussion:  
 
The purpose of this thesis was to explore minimally invasive debridement methods which 
could be undertaken in dental hygiene practice, recognising that cases of moderate and 
severe PI require surgical management by a dental specialist. The work in the thesis has 
addressed a number of the identified gaps in the literature and shown the value of several 
novel approaches and their performance relative to conventional methods. 
 
As summarized in the literature review in Chapter 1, the removal of biofilm from roughened 
implant surfaces is challenging. Past in vitro and in vivo studies have not indicated that one 
or more methods is preferred or ideal. As the focus of this thesis has been on closed 
debridement methods which a dental hygienist (or dentist) could use, methods such as 
implantoplasty undertaken for open surgical debridement were not been examined. Having 
said this, it is recognised that some of the methods investigated could be used in the setting 
of peri-implant surgery. 
 
Non-surgical treatment for PIM and PI aims to eliminate biofilm and to decontaminate the 
surface without gross modification to the surface configuration. For PIM, non-surgical 
management can be a safe and predictable method of management,124, 125 however non-
surgical methods for managing PI have thus far been unpredictable in term of key clinical 
outcomes such as resolution of bleeding on probing and improvement of clinical attachment 
levels. 125 Given this background, the series of experiments described in this thesis have 
focused on minimally invasive closed debridement approaches which could be performed 
by several members of the dental team, including a dental hygienist or oral health therapist, 
as well as by a dentist.   
 
A summary of the performance and relative costs of the methods evaluated in this thesis is 
presented in Table 7.1 below. A strong theme which emerges from the work in Chapters 3 
and 4 is that hand or powered instruments which require the application of lateral force 
should be avoided on roughened surfaces (i.e. abraded or SLA surfaces) because they will 







Table 7.1. Ranking of debridement methods in terms of biofilm removal effectiveness, 
surface damage and relative cost.  
Technique Biofilm removal        Surface damage Cost  
Air polishing using 
glycine  
Excellent Minimal  Moderate  
Er:YAG laser with 
water 
Excellent  Minimal  High  
40% Citric acid Very good  Minimal  Low 
Electrolysis at 1mA 
for 1 minute, with 
0.9% NaCl  
Very good  Minimal  Low  
Air polishing using 
sodium bicarbonate  
Very good Moderate  Moderate  
Air polishing using 
calcium carbonate 
Very good  Moderate  Moderate  
Rotating titanium 
brush  
Poor High  Low  
Hand instrument – 
Carbon fibre tip 
Poor  High Low 
Hand instrument, 
titanium  
Poor  High  Low 
Ultrasonic scaler 
with titanium tip 
Poor  High  Moderate  
The ratings are global assessments of the individual parameters by the author, to give an 
indication of where different methods has strengths and weaknesses. 
 
Surface topography using the Multi-etch solution:  
The use of Multi-etch™ solution to create surface textures in titanium was described in 
Chapter 2. This solution contains diammonium peroxodisulfate (ammonium persulphate), 
which is a strong oxidant, and sodium fluoride (which can etch titanium). It was developed 
to prepare the surfaces of titanium and other metals and alloys for anodizing as an 
alternative to using hydrofluoric acid, or other corrosives, as it will remove surface 
contamination. It has a pH near neutral (pH 6.8). Provided the exposure time is short, the 
surface effects are limited to microscopic changes in texture. According to the manufacturer, 
exposure times longer than 20 seconds will convert polished surfaces to a matte finish. The 




In the present study, Multi-Etch was chosen due to (1) its ability to be safely handled and 
disposed of, (2) a suitable period of exposure time, and (3) predictability of the etching 
results. In previous pilot studies, attempts were made to use various concentrations of 
hydrofluoric acid ranging from 1% to 0.1% to etch Ti discs, however it was found that the 
etching pattern was unpredictable and inconsistent due to the rapid chemical etching effect. 
It was also found that the solution also became quite hot. SEM images of the etched patterns 
created with HF are presented in Appendix 4.  
 
The use of Multi-Etch for preparing implant surfaces is worthy of further investigation, since 
it is a simple method which can use solutions at room temperature which are safer to handle 
than hydrofluoric acid. It could be used alone or combined with other treatments such as 
abrasive particle jets, or other methods currently in use such as anodic oxidation or laser 
etching.2 The SLA surface that was produced using Multi-Etch has a honeycomb-like 
surface topography, with an Sa of 1.44 µm, which places it into the moderately rough 
category (Sa from 1-2 µm). 129 
 
Further characterization of the surface after Multi-Etch has been used would be a promising 
area of further study, particularly using XPS. Based on EDX, Multi-Etch removes residual 
surface contaminants and provides a similar profile elemental to commercially available SLA 
implants (as shown in Chapter 2). Information regarding the oxide layer composition and 
thickness needs to be collected, particularly how this compares to commercially available 
implant surfaces. In addition, the biocompatibility of the surface should be explored, 
especially the suitability for attachment of host cells such as osteoblasts. As shown in 
Chapters 4 and 5, the Multi-Etch surface is colonised readily by biofilm.  
 
Laser based approaches for debridement:  
 
In Chapter 5 of this thesis, several different water-based fluids were used with the KaVo 
Er:YAG laser, but the choice of these did not significantly influence the extent of biofilm 
removal. Water absorbs the laser energy and undergoes cavitation, which is why it is the 
most important component of the fluids used. Use of the laser was sufficient for removing 
biofilm from any of the three surfaces, and did not cause undesirable surface modifications. 
What traces of biofilm remained after laser irradiation of water-based fluids were mostly 
single adherent cells. This stood in contrast to the situation where biofilms were exposed to 
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fluids but not to the Er:YAG laser. A 60 second application time gave near complete removal 
of biofilm, but this does not mean that the surface is sterile. Alterations to the laser 
parameters (e.g. lowered pulse duration and increased peak power, or altered pulse shape) 
could be explored to enhance the cavitation effects seen in water with the laser pulse. The 
clinical significance of small residues of biofilm remaining after treatment remains to be 
determined. 
 
Other approaches:  
Glycine powder used in an abrasive particle jet was found in Chapters 3 and 4 to be a very 
promising debridement method since this gave almost complete removal of biofilm across 
all of the three surfaces, but without marked surface damage or other modifications. The 
compressed air pressure of 35 PSI (241 kPa or 2.41 bar) used was based on previous 
studies (summarized in Appendix 1) which explored the variables of air pressure and powder 
type. Glycine particles delivered at 35 PSI could remove ink from implant surfaces.   
 
Citric acid was found to etch Ti surfaces, particularly when applied to an SLA or polished 
surface. When applied onto a Ti surface covered with biofilm, it had minimal influence on 
the surface topography, yet gave good biofilm removal. The current work using citric acid 
should be extended by testing this solution on implants with biofilm, rather than on flat discs, 
both alone and in combination with other approaches, rather than just as a standalone 
measure. Past studies have suggested a combination approach will be more effective for 
biofilm removal than a single method based on citric acid alone. 165 This could be explored 




Following the same logic, other methods which were found to be promising in the present 
thesis could be used in combination, for example a titanium brush followed by the application 
of an electrical current. 115 The electrolysis approach seems well suited as a follow-up to a 
physical debridement method.  
 
It is clear from the results presented in Chapter 6 that the use of an electrical current as a 
mono-therapy would not be sufficient to completely detach biofilm from a Ti surface. The 
other major concern with use of the electrolysis method is to what extent it alters the oxide 
layer on the surface, since this would influence adhesion of host cells to the implant surface. 
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53, 54 This is one reason why the work in Chapter 6 used a very low current and short 
exposure time, to limit the extent of corrosion and other surface alterations.  
 
While different debridement approaches have been shown to give varying effects on 
different surfaces, additional work is needed to verify that the treated surfaces are still 
biocompatible. This could provide an important area of future work. It is possible that even 
though much of the biofilm has been removed, organic contaminants may have affected the 
Ti oxide layer, and lowered the surface energy, 158 making it more difficult for host cells to 
attach onto the surface. There is little benefit to achieving a clean surface if the treated 
surface is not biocompatible and does not allow osseointegration to occur. 221, 222 From the 
work in this thesis and other published studies, it appears that Er:YAG lasers, glycine 
particles, citric acid and electrolysis are promising areas to explore further, since these 
treatments are likely to either enhance biocompatibility, or at the very least, will not lower 
the surface energy. 93, 165, 186, 223  
 
From the work described in this thesis (as summarized Table 7.3), a suggested combination 
approach would be as follows when a purely closed debridement approach was to be used:  
 
Step 1. Air polishing with glycine particles with water (15 seconds in total) or Er:YAG 
laser application (60 mJ/pulse for 1 minute with water).  
Step 2. Application of 40% citric acid into the pocket, which is left in place for 1 minute. 
Step 3. Flush out the citric acid using saline, and then apply 1 mA of electrical current 
for 1 minute, with the implant being at the cathode.   
This debridement sequence would take less than 5 minutes to perform, and is well suited to 
application in a dental practice by a dental hygienist or oral health therapist. If the desired 
clinical outcomes were not achieved, the patient could then be referred to the dentist for 
open debridement and implantoplasty using a surgical approach. When non-surgical 
techniques closed debridement techniques have been shown to not be inadequate for 






Table 7.2: Table summarizing areas of work covered in the thesis.   
 
 
Table 7.3: Recommended and contra-indicated approaches to implant surface debridement 






Future directions with biofilm models:  
 
The model of a multi-species biofilm derived from human saliva grown on titanium discs with 
various surface features has been used in this thesis. The flat surface is easily characterised 
by SEM and optical profilometry. A logical progression from this would be to move to an in 
situ model for biofilm development using commercial implants rather than flat discs, and 
then to treat the implants ex vivo. 
 
Such a model has been developed by the candidate and is presented in Appendix 3. 
Conventional implants are mounted into a vacuum-formed tray in a position which gives a 
low oxygen tension, low saliva shear force, and exposure to gingival crevicular fluid, in order 
to mimic a subgingival environment. After 2 days of wearing the appliance, the implants can 
be removed from the appliance and mounted into a composite plastic which resembles 
cancellous bone (SawBones®). The artificial bone can be shaped to provide anatomical 
defects and the biofilm contaminated implants can then be treated, for example using any 
of the single or combination methods discussed in this thesis. This type of model would 
mimic an open surgical debridement approach, and so would extend what has been done 
in the thesis in terms of closed debridement approaches.  
 
Closing comments and conclusions 
 
The work in this thesis has explored the effects of a number of debridement methods on 
three different type of implant surfaces. Biofilm removal various according to the nature of 
the surface and the technique used. A worrying result was that mechanical instruments such 
as hand curettes, ultrasonic scalers and Ti brushes had poor effectiveness for removing 
biofilm, and were likely to damage the surface. Other methods including the Er:YAG laser 
used with water, abrasive particles (air polishing) with glycine powder, application of citric 
acid and electrolysis at a low current were found to be effective for removing or inactivating 
the biofilm, and did not have a major effect on the original surface. Additional work is needed 









1. Albrektsson T, Wennerberg A. Oral implant surfaces: Part 1- review focusing on 
topographic and chemical properties of different surfaces and in vivo responses to 
them. Int J Prosthodont 2004;17(5):536-43. 
2. Albrektsson T, Wennerberg A. Oral implant surfaces: Part 2- review focusing on 
clinical knowledge of different surfaces. Int J Prosthodont 2004;17(5):544-64. 
3. Le Guehennec L, Soueidan A, Layrolle P, Amouriq Y. Surface treatments of titanium 
dental implants for rapid osseointegration. Dent Mater 2007;23(7):844-54. 
4. Amoroso PF, Adams RJ, Waters MG, Williams DW. Titanium surface modification 
and its effect on the adherence of Porphyromonas gingivalis: an in vitro study. Clin 
Oral Implants Res 2006;17(6):633-7. 
5. Bollen CM, Papaioanno W, Van Eldere J, et al. The influence of abutment surface 
roughness on plaque accumulation and peri-implant mucositis. Clin Oral Implants 
Res 1996;7(3):201-11. 
6. Zitzmann NU, Berglundh T, Marinello CP, Lindhe J. Experimental peri-implant 
mucositis in man. J Clin Periodontol 2001;28(6):517-23. 
7. Drake DR, Paul J, Keller JC. Primary bacterial colonization of implant surfaces. Int J 
Oral Maxillofac Implants 1999;14(2):226-32. 
8. Renvert S, Samuelsson E, Lindahl C, Persson GR. Mechanical non-surgical 
treatment of peri-implantitis: a double-blind randomized longitudinal clinical study. I: 
clinical results. J Clin Periodontol 2009;36(7):604-9. 
9. Eakle WS, Ford C, Boyd RL. Depth of penetration in periodontal pockets with oral 
irrigation. Journal of Clinical Periodontology 1986;13(1):39-44. 
10. Mombelli A, Lang NP. The diagnosis and treatment of peri-implantitis. Periodontol 
2000 1998;17(1):63-76. 
11. Lang NP, Berglundh T. Periimplant diseases: where are we now?--Consensus of the 
Seventh European Workshop on Periodontology. J Clin Periodontol 2011;38 Suppl 
11:178-81. 
12. Lindhe J, Meyle J, Group DoEWoP. Peri-implant diseases: Consensus Report of the 
Sixth European Workshop on Periodontology. J Clin Periodontol 2008;35(8 
Suppl):282-5. 
13. Sanz M, Chapple IL, on behalf of Working Group 4 of the VEWoP. Clinical research 




14. Derks J, Tomasi C. Peri-implant health and disease. A systematic review of current 
epidemiology. J Clin Periodontol 2015;42:S158-S71. 
15. Derks J, Schaller D, Hakansson J, et al. Effectiveness of Implant Therapy Analyzed 
in a Swedish Population: Prevalence of Peri-implantitis. J Dent Res 2016;95(1):43-9. 
16. Mombelli A, Decaillet F. The characteristics of biofilms in peri-implant disease. J Clin 
Periodontol 2011;38 Suppl 11:203-13. 
17. Roos-Jansaker AM, Renvert H, Lindahl C, Renvert S. Nine- to fourteen-year follow-
up of implant treatment. Part III: factors associated with peri-implant lesions. J Clin 
Periodontol 2006;33(4):296-301. 
18. Roos-Jansaker AM, Lindahl C, Renvert H, Renvert S. Nine- to fourteen-year follow-
up of implant treatment. Part I: implant loss and associations to various factors. J Clin 
Periodontol 2006;33(4):283-9. 
19. Leonhardt A, Renvert S, Dahlen G. Microbial findings at failing implants. Clin Oral 
Implants Res 1999;10(5):339-45. 
20. Salvi GE, Furst MM, Lang NP, Persson GR. One-year bacterial colonization patterns 
of Staphylococcus aureus and other bacteria at implants and adjacent teeth. Clin Oral 
Implants Res 2008;19(3):242-8. 
21. Schwarz F, Becker K, Rahn S, et al. Real-time PCR analysis of fungal organisms and 
bacterial species at peri-implantitis sites. Int J Implant Dent 2015;1(1):9. 
22. Goodacre CJ, Bernal G, Rungcharassaeng K, Kan JY. Clinical complications with 
implants and implant prostheses. J Prosthet Dent 2003;90(2):121-32. 
23. Brägger U, Aeschlimann S, Bürgin W, Hämmerle CHF, Lang NP. Biological and 
technical complications and failures with fixed partial dentures (FPD) on implants and 
teeth after four to five years of function. Clin Oral Implants Res 2001;12(1):26-34. 
24. Lang NP, Wilson TG, Corbet EF. Biological complications with dental implants: their 
prevention, diagnosis and treatment. Clin Oral Implants Res 2000;11 Suppl 1:146-
55. 
25. Mombelli A. In Vitro Models of Biological Responses to Implant Microbiological 
Models. Advances in Dental Research 1999;13(1):67-72. 
26. Hultin M, Gustafsson A, Hallström H, et al. Microbiological findings and host response 
in patients with peri-implantitis. Clin Oral Implants Res 2002;13(4):349-58. 
27. Quirynen M, Vogels R, Pauwels M, et al. Initial subgingival colonization of 'pristine' 
pockets. J Dent Res 2005;84(4):340-4. 
28. Ferreira SD, Silva GL, Cortelli JR, Costa JE, Costa FO. Prevalence and risk variables 
for peri-implant disease in Brazilian subjects. J Clin Periodontol 2006;33(12):929-35. 
170 
 
29. Dereka X, Mardas N, Chin S, Petrie A, Donos N. A systematic review on the 
association between genetic predisposition and dental implant biological 
complications. Clin Oral Implants Res 2012;23(7):775-88. 
30. Rinke S, Ohl S, Ziebolz D, Lange K, Eickholz P. Prevalence of periimplant disease in 
partially edentulous patients: a practice-based cross-sectional study. Clin Oral 
Implants Res 2011;22(8):826-33. 
31. Pjetursson BE, Helbling C, Weber HP, et al. Peri-implantitis susceptibility as it relates 
to periodontal therapy and supportive care. Clin Oral Implants Res 2012. 
32. Costa FO, Takenaka-Martinez S, Cota LO, et al. Peri-implant disease in subjects with 
and without preventive maintenance: a 5-year follow-up. J Clin Periodontol 
2012;39(2):173-81. 
33. Jepsen S, Berglundh T, Genco R, et al. Primary prevention of peri-implantitis: 
managing peri-implant mucositis. J Clin Periodontol 2015;42 Suppl 16:S152-7. 
34. Fransson C, Lekholm U, Jemt T, Berglundh T. Prevalence of subjects with 
progressive bone loss at implants. Clin Oral Implants Res 2005;16(4):440-6. 
35. Roos-Jansaker AM, Lindahl C, Renvert H, Renvert S. Nine- to fourteen-year follow-
up of implant treatment. Part II: presence of peri-implant lesions. J Clin Periodontol 
2006;33(4):290-5. 
36. Koldsland OC, Scheie AA, Aass AM. The association between selected risk 
indicators and severity of peri-implantitis using mixed model analyses. J Clin 
Periodontol 2011;38(3):285-92. 
37. Esposito M, Grusovin MG, Worthington HV. Interventions for replacing missing teeth: 
treatment of peri-implantitis. Cochrane Database Syst Rev 2012;1:CD004970. 
38. Sahrmann P, Ronay V, Hofer D, et al. In vitro cleaning potential of three different 
implant debridement methods. Clin Oral Implants Res 2013:1-6. 
39. Pesce P, Menini M, Tealdo T, et al. Peri-implantitis: A Systematic Review of Recently 
Published Papers. Int J Prosthodont 2014;27(1):15-25. 
40. de Almeida JM, Matheus HR, Rodrigues Gusman DJ, et al. Effectiveness of 
Mechanical Debridement Combined With Adjunctive Therapies for Nonsurgical 
Treatment of Periimplantitis: A Systematic Review. Implant Dent 2017;26(1):137-44. 
41. Schwarz F, Schmucker A, Becker J. Efficacy of alternative or adjunctive measures to 
conventional treatment of peri-implant mucositis and peri-implantitis: a systematic 
review and meta-analysis. Int J Implant Dent 2015;1(1):22. 
171 
 
42. Rutar A, Lang NP, Buser D, Burgin W, Mombelli A. Retrospective assessment of 
clinical and microbiological factors affecting periimplant tissue conditions. Clin Oral 
Implants Res 2001;12(3):189-95. 
43. Deppe H, Horch HH, Neff A. Conventional versus CO2 laser-assisted treatment of 
peri-implant defects with the concomitant use of pure-phase beta-tricalcium 
phosphate: a 5-year clinical report. Int J Oral Maxillofac Implants 2007;22(1):79-86. 
44. Renvert S, Polyzois I, Claffey N. Surgical therapy for the control of peri-implantitis. 
Clin Oral Implants Res 2012;23 Suppl 6:84-94. 
45. Mahato N, Wu X, Wang L. Management of peri-implantitis: a systematic review, 2010-
2015. Springerplus 2016;5:105. 
46. Renvert S, Roos-Jansåker A-M, Claffey N. Non-surgical treatment of peri-implant 
mucositis and peri-implantitis: a literature review. J Clin Periodontol 2008;35:305-15. 
47. Wetzel AC, Vlassis J, Caffesse RG, Hammerle CH, Lang NP. Attempts to obtain re-
osseointegration following experimental peri-implantitis in dogs. Clin Oral Implants 
Res 1999;10(2):111-9. 
48. Louropoulou A, Slot DE, Van der Weijden F. The effects of mechanical instruments 
on contaminated titanium dental implant surfaces: a systematic review. Clin Oral 
Implants Res 2014;25(10):1149-60. 
49. Kreisler M, Kohnen W, Marinello C, et al. Bactericidal effect of the Er:YAG laser on 
dental implant surfaces: an in vitro study. J Periodontol 2002;73(11):1292-8. 
50. Walsh LJ. Implant hygiene: clues, caveats and cautions. Australasian Dental Practice 
2007;18(2):54-55. 
51. Matarasso S, Quaremba G, Coraggio F, et al. Maintenance of implants: an in vitro 
study of titanium implant surface modifications subsequent to the application of 
different prophylaxis procedures. Clinical Oral Implants Research 1996;7(1):64-72. 
52. Thomson-Neal D, Evans GH, Meffert RM. Effects of various prophylactic treatments 
on titanium, sapphire, and hydroxyapatite-coated implants: an SEM study. Int J 
Periodontics Restorative Dent 1989;9(4):300-11. 
53. Fox SC, Moriarty JD, Kusy RP. The effects of scaling a titanium implant surface with 
metal and plastic instruments: an in vitro study. J Periodontol 1990;61(8):485-90. 
54. Dmytiyk JJ, Fox SC, Moriarty JD. The effects of scaling titanium implant surfaces with 
metal and plastic instruments on cell attachment. J Periodonto 1990;61(8):491-96. 
55. Tastepe CS, van Waas R, Liu Y, Wismeijer D. Air powder abrasive treatment as an 




56. Green GH, Sanderson AD. Ultrasonics and periodontal therapy - a review of clinical 
and biologic effects. J Periodonto 1965;36:232-38. 
57. Unursaikhan O, Lee JS, Cha JK, et al. Comparative evaluation of roughness of 
titanium surfaces treated by different hygiene instruments. J Periodontal Implant Sci 
2012;42(3):88-94. 
58. Mann M, Parmar D, Walmsley AD, Lea SC. Effect of plastic-covered ultrasonic 
scalers on titanium implant surfaces. Clin Oral Implants Res 2012;23(1):76-82. 
59. Yang SM, Park JB, Ko Y. Use of confocal microscopy for quantification of plastic 
remnants on rough titanium after instrumentation and evaluation of efficacy of 
removal. Int J Oral Maxillofac Implants 2015;30(3):519-25. 
60. Walmsley AD, Lea SC, Landini G, Moses AJ. Advances in power driven pocket/root 
instrumentation. Journal of Clinical Periodontology 2008;35:22-28. 
61. Sato S, Kishida M, Ito K. The comparative effect of ultrasonic scalers on titanium 
surfaces: an in vitro study. J Periodontol 2004;75(9):1269-73. 
62. Park JB, Jang YJ, Choi BK, Kim KK, Ko Y. Treatment With Various Ultrasonic Scaler 
Tips Affects Efficiency of Brushing of SLA Titanium Discs. J Craniofac Surg 
2013;24(2):e119-23. 
63. Koh M, Park JB, Jang YJ, Ko Y. The effect of pretreating resorbable blast media 
titanium discs with an ultrasonic scaler or toothbrush on the bacterial removal 
efficiency of brushing. J Periodontal Implant Sci 2013;43(6):301-7. 
64. Karring ES, Stavropoulos A, Ellegaard B, Karring T. Treatment of peri-implantitis by 
the Vector system. Clin Oral Implants Res 2005;16(3):288-93. 
65. Persson GR, Samuelsson E, Lindahl C, Renvert S. Mechanical non-surgical 
treatment of peri-implantitis: a single-blinded randomized longitudinal clinical study. 
II. Microbiological results. J Clin Periodontol 2010;37(6):563-73. 
66. Tawse-Smith A, Atieh MA, Tompkins G, et al. The effect of piezoelectric ultrasonic 
instrumentation on titanium discs: a microscopy and trace elemental analysis in vitro 
study. Int J Dent Hyg 2016;14(3):191-201. 
67. Louropoulou A, Slot DE, Van der Weijden F. Influence of mechanical instruments on 
the biocompatibility of titanium dental implants surfaces: a systematic review. Clin 
Oral Implants Res 2015;26(7):841–50. 
68. Dennison DK, Huerzeler MB, Quinones C, Caffesse RG. Contaminated implant 
surfaces: an in vitro comparison of implant surface coating and treatment modalities 
for decontamination. J Periodontol 1994;65(10):942-8. 
173 
 
69. Seol HW, Heo SJ, Koak JY, et al. Surface alterations of several dental materials by 
a novel ultrasonic scaler tip. Int J Oral Maxillofac Implants 2012;27(4):801-10. 
70. Sculean A, Bastendorf KD, Becker C, et al. A paradigm shift in mechanical biofilm 
management? Subgingival air polishing: a new way to improve mechanical biofilm 
management in the dental practice. Quintessence Int 2013;44(7):475-7. 
71. Bühler J, Amato M, Weiger R, Walter C. A systematic review on the effects of air 
polishing devices on oral tissues. Int J Dent Hyg Title 2016;14(1):15-28. 
72. Pelka M, Trautmann S, Petschelt A, Lohbauer U. Influence of air-polishing devices 
and abrasives on root dentin-an in vitro confocal laser scanning microscope study. 
Quintessence Int 2010;41(7):e141-8. 
73. Petersilka GJ. Subgingival air-polishing in the treatment of periodontal biofilm 
infections. Periodontol 2000 2011;55(1):124-42. 
74. Quirynen M, Bollen CM, Papaioannou W, Van Eldere J, van Steenberghe D. The 
influence of titanium abutment surface roughness on plaque accumulation and 
gingivitis: short-term observations. Int J Oral Maxillofac Implants 1996;11(2):169-78. 
75. Mengel R, Buns CE, Mengel C, Flores-de-Jacoby L. An in vitro study of the treatment 
of implant surfaces with different instruments. Int J Oral Maxillofac Implants 
1998;13(1):91-6. 
76. Barnes CM, Fleming LS, Mueninghoff LA. SEM evaluation of the in-vitro effects of an 
air-abrasive system on various implant surfaces. Int J Oral Maxillofac Implants 
1991;6(4):463-9. 
77. Cochis A, Fini M, Carrassi A, et al. Effect of air polishing with glycine powder on 
titanium abutment surfaces. Clin Oral Implants Res 2013;24(8):904-9. 
78. John G, Becker J, Schwarz F. Effectivity of air-abrasive powder based on glycine and 
tricalcium phosphate in removal of initial biofilm on titanium and zirconium oxide 
surfaces in an ex vivo model. Clin Oral Investig 2016;20(4):711-9. 
79. Finlayson RS, Stevens FD. Subcutaneous facial emphysema secondary to use of the 
Cavi-Jet. J Periodontol 1988;59(5):315-7. 
80. Koishi R, Taguchi Y, Okuda M, Tanaka A, Umeda M. Behavior of Human Gingival 
Epithelial Cells on Titanium Following Abrasion of the Adjunctive Glycine Air Polishing 
Powder. J Hard Tissue Biol 2016;25(2):205-12. 
81. Schwarz F, Ferrari D, Popovski K, Hartig B, Becker J. Influence of different air-
abrasive powders on cell viability at biologically contaminated titanium dental 
implants surfaces. J Biomed Mater Res B Appl Biomater 2009;88(1):83-91. 
174 
 
82. Schwarz F, Becker K, Bastendorf KD, et al. Recommendations on the clinical 
application of air polishing for the management of peri-implant mucositis and peri-
implantitis. Quintessence Int 2016;47(4):293-6. 
83. Ji Y-J, Tang Z-H, Wang R, et al. Effect of glycine powder air-polishing as an adjunct 
in the treatment of peri-implant mucositis: a pilot clinical trial. Clin Oral Implants Res 
2014;25(6):683-89. 
84. Schwarz F, Becker K, Renvert S. Efficacy of air polishing for the non‐surgical 
treatment of peri‐implant diseases: a systematic review. J Clin Periodontol 
2015;42(10):951-59. 
85. Toma S, Lasserre JF, Taieb J, Brecx MC. Evaluation of an air-abrasive device with 
amino acid glycine-powder during surgical treatment of peri-implantitis. Quintessence 
Int 2014;45(3):209-19. 
86. Zablotsky MH, Diedrich DL, Meffert RM. Detoxification of endotoxin-contaminated 
titanium and hydroxyapatite-coated surfaces utilizing various chemotherapeutic and 
mechanical modalities. Implant Dent 1992;1(2):154-8. 
87. Schwarz F, Bieling K, Bonsmann M, Latz T, Becker J. Nonsurgical treatment of 
moderate and advanced periimplantitis lesions: a controlled clinical study. Clin Oral 
Investig 2006;10(4):279-88. 
88. Louropoulou A, Slot DE, Van der Weijden FA. Titanium surface alterations following 
the use of different mechanical instruments: a systematic review. Clin Oral Implants 
Res 2012;23(6):643-58. 
89. Walsh LJ. The use of lasers in implantology: an overview. J Oral Implantol 
1992;18(4):335-40. 
90. George R, Walsh LJ. Performance assessment of novel side firing safe tips for 
endodontic applications. J Biomed Opt 2011;16(4):048004. 
91. Kreisler M, Kohnen W, Marinello C, et al. Antimicrobial efficacy of semiconductor 
laser irradiation on implant surfaces. Int J Oral Maxillofac Implants 2003;18(5):706-
11. 
92. Romanos G, Crespi R, Barone A, Covani U. Osteoblast attachment on titanium disks 
after laser irradiation. Int J Oral Maxillofac Implants 2006;21(2):232-6. 
93. Kreisler M, Kohnen W, Christoffers AB, et al. In vitro evaluation of the biocompatibility 
of contaminated implant surfaces treated with an Er : YAG laser and an air powder 
system. Clin Oral Implants Res 2005;16(1):36-43. 
94. Bach G, Neckel C, Mall C, Krekeler G. Conventional versus laser-assisted therapy of 
periimplantitis: a five-year comparative study. Implant Dent 2000;9(3):247-51. 
175 
 
95. Romanos GE, Everts H, Nentwig GH. Effects of diode and Nd:YAG laser irradiation 
on titanium discs: a scanning electron microscope examination. J Periodontol 
2000;71(5):810-5. 
96. Deppe H, Horch HH, Henke J, Donath K. Per-implant care of ailing implants with the 
carbon dioxide laser. Int J Oral Maxillofac Implants 2001;16(5):659-67. 
97. Schwarz F, Rothamel D, Sculean A, et al. Effects of an Er:YAG laser and the Vector 
ultrasonic system on the biocompatibility of titanium implants in cultures of human 
osteoblast-like cells. Clin Oral Implants Res 2003;14(6):784-92. 
98. Shakibaie F, George R, Walsh LJ. Applications of Laser induced Fluorescence in 
Dentistry. Int J of Dent Clin 2011;3(3):38-44. 
99. Shibli JA, Martins MC, Nociti FH, Garcia VG, Marcantonio E. Treatment of Ligature-
Induced Peri-Implantitis by Lethal Photosensitization and Guided Bone 
Regeneration: A Preliminary Histologic Study in Dogs. J Periodontol 2003;74(3):338-
45. 
100. Schwarz F, Jepsen S, Herten M, et al. Immunohistochemical characterization of 
periodontal wound healing following nonsurgical treatment with fluorescence 
controlled Er:YAG laser radiation in dogs. Lasers Surg Med 2007;39(5):428-40. 
101. Giannelli M, Landini G, Materassi F, et al. The effects of diode laser on 
Staphylococcus aureus biofilm and Escherichia coli lipopolysaccharide adherent to 
titanium oxide surface of dental implants. An in vitro study. Lasers in Medical Science 
2016:1-7. 
102. George R, Walsh LJ. Performance assessment of novel side firing flexible optical 
fibers for dental applications. Lasers Surg Med 2009;41(3):214-21. 
103. Koldsland OC, Scheie AA, Aass AM. Prevalence of peri-implantitis related to severity 
of the disease with different degrees of bone loss. J Periodontol 2010;81(2):231-8. 
104. George R, Walsh LJ. Thermal effects from modified endodontic laser tips used in the 
apical third of root canals with erbium-doped yttrium aluminium garnet and erbium, 
chromium-doped yttrium scandium gallium garnet lasers. Photomed Laser Surg 
2010;28(2):161-5. 
105. Sainsbury AL, Bird PS, Walsh LJ. DIAGNOdent laser fluorescence assessment of 
endodontic infection. J Endod 2009;35(10):1404-7. 
106. Shakibaie F, Walsh LJ. Performance differences in the detection of subgingival 
calculus by laser fluorescence devices. Lasers Med Sci 2015;30(9):2281-6. 
107. Walsh LJ, Chai L, Tran C, Meredith N, George R. Middle Infrared Laser effects on 
titanium. J Dent Res 2013;90(Spec Iss B):168623. 
176 
 
108. Ho QV, George R, Sainsbury AL, Kahler WA, Walsh LJ. Laser fluorescence 
assessment of the root canal using plain and conical optical fibers. J Endod 
2010;36(1):119-22. 
109. Li S, Chien S, Branemark PI. Heat shock-induced necrosis and apoptosis in 
osteoblasts. J Orthop Res 1999;17(6):891-9. 
110. Schwarz F, Bieling K, Venghaus S, et al. Influence of fluorescence-controlled Er:YAG 
laser radiation, the Vector system and hand instruments on periodontally diseased 
root surfaces in vivo. J Clin Periodontol 2006;33(3):200-8. 
111. Anwar H, Dasgupta MK, Costerton JW. Testing the susceptibility of bacteria in 
biofilms to antibacterial agents. Antimicrob Agents Chemother 1990;34(11):2043-46. 
112. Costerton JW, Cheng KJ, Geesey GG, et al. Bacterial biofilms in nature and disease 
Annu Rev Microbio 1987;41:435-64. 
113. Blenkinsopp SA, Khoury AE, Costerton JW. Electrical enhancement of biocide 
efficacy against Pseudomonas aeruginosa biofilms. Appl Environ Microbiol 
1992;58(11):3770-3. 
114. Lasserre JF, Toma S, Bourgeois T, et al. Influence of low direct electric currents and 
chlorhexidine upon human dental biofilms. Clin and Exp Dent Res 2016. 
115. Al-Hashedi AA, Laurenti M, Abdallah M-N, Albuquerque RF, Tamimi F. 
Electrochemical Treatment of Contaminated Titanium Surfaces in vitro: An Approach 
for Implant Surface Decontamination. ACS Biomater. Sci. Eng. 2016. 
116. Rabinovitch C, Stewart PS. Removal and inactivation of Staphylococcus epidermidis 
biofilms by electrolysis. Appl Environ Microbiol 2006;72(9):6364-6. 
117. Mohn D, Zehnder M, Stark WJ, Imfeld T. Electrochemical Disinfection of Dental 
Implants – a Proof of Concept. PLoS ONE 2011;6(1):e16157. 
118. Sahrmann P, Zehnder M, Mohn D, et al. Effect of low direct current on anaerobic 
multispecies biofilm adhering to a titanium implant surface. Clin Implant Dent Relat 
Res 2014;16(4):552-6. 
119. Derks J, Schaller D, Hakansson J, et al. Peri-implantitis - onset and pattern of 
progression. J Clin Periodontol 2016;43(4):383-8. 
120. Hong SH, Jeong J, Shim S, et al. Effect of electric currents on bacterial detachment 
and inactivation. Biotechnol Bioeng 2008;100(2):379-86. 
121. Lasserre JF, Leprince JG, Toma S, Brecx MC. Electrical enhancement of 
chlorhexidine efficacy against the periodontal pathogen Porphyromonas gingivalis 
within a biofilm. New Microbiol 2015;38(4):511-9. 
177 
 
122. Busscher HJ, Bos R, van Der Mei HC. Initial microbial adhesion is a determinant for 
the strength of biofilm adhesion. FEMS Microbiology Letters 1995;128(3):229-34. 
123. Stewart PS, Wattanakaroon W, Goodrum L, Fortun SM, McLeod BR. Electrolytic 
generation of oxygen partially explains electrical enhancement of tobramycin efficacy 
against Pseudomonas aeruginosa biofilm. Antimicrob Agents Chemother 
1999;43(2):292-6. 
124. Muthukuru M, Zainvi A, Esplugues EO, Flemmig TF. Non-surgical therapy for the 
management of peri-implantitis: a systematic review. Clin Oral Implants Res 2012;23 
Suppl 6:77-83. 
125. Suarez-Lopez Del Amo F, Yu SH, Wang HL. Non-Surgical Therapy for Peri-Implant 
Diseases: a Systematic Review. J Oral Maxillofac Res 2016;7(e13):1-14. 
126. Schwarz F, Becker K, Sager M. Efficacy of professionally administered plaque 
removal with or without adjunctive measures for the treatment of peri-implant 
mucositis. A systematic review and meta-analysis. J Clin Periodontol 2015;42 Suppl 
16:S202-13. 
127. Froum SJ, Rosen PS. A proposed classification for peri-implantitis. The International 
journal of periodontics & restorative dentistry 2012;32(5):533-40. 
128. Branemark PI, Adell R, Breine U, et al. Intra-osseous anchorage of dental prostheses. 
I. Experimental studies. Scand J Plast Reconstr Surg 1969;3(2):81-100. 
129. Wennerberg A, Albrektsson T. On implant surfaces: a review of current knowledge 
and opinions. Int J Oral Maxillofac Implants 2010;25(1):63-74. 
130. American Academy of Implant Denistry Dental Implants Facts and Figures. USA:  
2016. "http://www.aaid.com/about/press_room/dental_implants_faq.html". 
131. Reseach and Markets Dental Implants Market in Europe 2015-2019. TechNavio 
2015. "http://www.researchandmarkets.com/reports/3492513/dental-implants-
market-in-europe-2015-2019#pos-0". Accessed 23/06/2016. 
132. Markets and Markets Dental Implants and Prosthetics Market by Material. India 2015. 
"http://www.marketsandmarkets.com/Market-Reports/dental-implants-prosthetics-
market-695.html". Accessed 23/06/2016. 
133. iData Research Australia Dental Implant and Final Abutment Market - 2015. 
Kingsway Burnaby, B.C, Canada: North American Office iData Research Inc. 2015. 
"http://idataresearch.com/australia-dental-implant-market/". Accessed 23/06/2016. 
134. Wennerberg A, Albrektsson T. Effects of titanium surface topography on bone 
integration: a systematic review. Clin Oral Implants Res 2009;20:172-84. 
178 
 
135. Palmquist A, Omar OM, Esposito M, Lausmaa J, Thomsen P. Titanium oral implants: 
surface characteristics, interface biology and clinical outcome. J R Soc Interface 
2010;7 Suppl 5:S515-27. 
136. Park YJ, Shin KH, Song HJ. Effects of anodizing conditions on bond strength of 
anodically oxidized film to titanium substrate. Appl Surf Sci 2007;253(14):6013-18. 
137. Sawase T, Watanabe I. Surface Modification of Titanium and Its Alloy by Anodic 
Oxidation for Dental Implant. In: Ann Wennerberg, Tomas Albrektsson, Jimbo R, 
editors. Implant Surfaces and their Biological and Clinical Impact. London, UK: 
Springer; 2015. p. 65-69. 
138. Dohan Ehrenfest DM, Coelho PG, Kang BS, Sul YT, Albrektsson T. Classification of 
osseointegrated implant surfaces: materials, chemistry and topography. Trends 
Biotechnol 2010;28(4):198-206. 
139. Multi-Etch® LLC Prepare titanium for anodizing without hydrofluoric acid. USA: 
WordPress 2016. "http://multietch.com/etching-titanium/". Accessed 23-6-2016. 
140. Exotica Jewelry Inc. Safety Data Sheet Multi Etch. In: LLC M-E, editor. Clarkdale, AZ; 
2012. 
141. Han A, Li X, Huang B, et al. The effect of titanium implant surface modification on the 
dynamic process of initial microbial adhesion and biofilm formation. Int J Adhes 
Adhes 2016;69:125-32. 
142. Xing R, Lyngstadaas SP, Ellingsen JE, Taxt-Lamolle S, Haugen HJ. The influence of 
surface nanoroughness, texture and chemistry of TiZr implant abutment on oral 
biofilm accumulation. Clin Oral Implants Res 2015;26(6):649-56. 
143. Teughels W, Van Assche N, Sliepen I, Quirynen M. Effect of material characteristics 
and/or surface topography on biofilm development. Clin Oral Implants Res 2006;17 
Suppl 2:68-81. 
144. Renvert S, Polyzois I, Claffey N. How do implant surface characteristics influence 
peri-implant disease? J Clin Periodontol 2011;38:214-22. 
145. Ramaglia L, di Lauro AE, Morgese F, Squillace A. Profilometric and standard error of 
the mean analysis of rough implant surfaces treated with different instrumentations. 
Implant Dent 2006;15(1):77-82. 
146. Adell R, Eriksson B, Lekholm U, Branemark PI, Jemt T. Long-term follow-up study of 
osseointegrated implants in the treatment of totally edentulous jaws. Int J Oral 
Maxillofac Implants 1990;5(4):347-59. 
147. Mombelli A. Microbiology of the dental implant. Adv Dent Res 1993;7(2):202-6. 
179 
 
148. Mombelli A, van Oosten MA, Schurch E, Jr., Land NP. The microbiota associated 
with successful or failing osseointegrated titanium implants. Oral Microbiol Immunol 
1987;2(4):145-51. 
149. Mombelli A, Lang NP. Antimicrobial treatment of peri-implant infections. Clin Oral 
Implants Res 1992;3(4):162-8. 
150. Quirynen M, Bollen CM. The influence of surface roughness and surface-free energy 
on supra- and subgingival plaque formation in man. A review of the literature. J Clin 
Periodontol 1995;22(1):1-14. 
151. Quirynen M, van der Mei HC, Bollen CM, et al. An in vivo study of the influence of the 
surface roughness of implants on the microbiology of supra- and subgingival plaque. 
J Dent Res 1993;72(9):1304-9. 
152. Lang MS, Cerutis DR, Miyamoto T, Nunn ME. Cell Attachment Following 
Instrumentation with Titanium and Plastic Instruments, Diode Laser, and Titanium 
Brush on Titanium, Titanium-Zirconium, and Zirconia Surfaces. Int J Oral Maxillofac 
Implants 2016;31(4):799-806. 
153. Thornton S, Garnick J. Comparison of ultrasonic to hand instruments in the removal 
of subgingival plaque. J Periodontal 1982;53(1):35-37. 
154. Walmsley AD, Laird WR, Williams AR. A model system to demonstrate the role of 
cavitational activity in ultrasonic scaling. J Dent Res 1984;63(9):1162-5. 
155. Ruhling A, Kocher T, Kreusch J, Plagmann HC. Treatment of subgingival implant 
surfaces with Teflon-coated sonic and ultrasonic scaler tips and various implant 
curettes. An in vitro study. Clin Oral Implants Res 1994;5(1):19-29. 
156. Renvert S, Polyzois IN. Clinical approaches to treat peri-implant mucositis and peri-
implantitis. Periodontol 2000 2015;68(1):369-404. 
157. Schwarz F, Hegewald A, John G, Sahm N, Becker J. Four-year follow-up of combined 
surgical therapy of advanced peri-implantitis evaluating two methods of surface 
decontamination. J Clin Periodontol 2013;40(10):962-7. 
158. Kasemo B, Lausmaa J. Biomaterial and implant surfaces: a surface science 
approach. Int J Oral Maxillofac Implants 1988;3(4):247-59. 
159. Schwarz F, Papanicolau P, Rothamel D, et al. Influence of plaque biofilm removal on 
reestablishment of the biocompatibility of contaminated titanium surfaces. J Biomed 
Mater Res A 2006;77(3):437-44. 
160. Bain CA. An in vitro and in vivo evaluation of various implant-cleaning instruments. 
Quintessence Int 1998;29(7):423-7. 
180 
 
161. Graumann SJ, Sensat ML, Stoltenberg JL. Air polishing: a review of current literature. 
J Dent Hyg 2013;87(4):173-80. 
162. Duarte PM, Reis AF, de Freitas PM, Ota-Tsuzuki C. Bacterial adhesion on smooth 
and rough titanium surfaces after treatment with different instruments. J Periodontol 
2009;80(11):1824-32. 
163. Schmage P, Thielemann J, Nergiz I, Scorziello TM, Pfeiffer P. Effects of 10 cleaning 
instruments on four different implant surfaces. Int J Oral Maxillofac Implants 
2012;27(2):308-17. 
164. Chairay JP, Boulekbache H, Jean A, Soyer A, Bouchard P. Scanning electron 
microscopic evaluation of the effects of an air-abrasive system on dental implants: a 
comparative in vitro study between machined and plasma-sprayed titanium surfaces. 
J Periodontol 1997;68(12):1215-22. 
165. Htet M, Madi M, Zakaria O, et al. Decontamination of Anodized Implant Surface With 
Different Modalities for Peri-Implantitis Treatment: Lasers and Mechanical 
Debridement With Citric Acid. J Periodont 2016;87(8):953-61. 
166. Alhag M, Renvert S, Polyzois I, Claffey N. Re-osseointegration on rough implant 
surfaces previously coated with bacterial biofilm: an experimental study in the dog. 
Clin Oral Implants Res 2008;19(2):182-7. 
167. Ntrouka VI, Slot DE, Louropoulou A, Van der Weijden F. The effect of 
chemotherapeutic agents on contaminated titanium surfaces: a systematic review. 
Clin Oral Implants Res 2011;22(7):681-90. 
168. Wheelis SE, Gindri IM, Valderrama P, et al. Effects of decontamination solutions on 
the surface of titanium: investigation of surface morphology, composition, and 
roughness. Clin Oral Implants Res 2016;27(3):329-40. 
169. Gosau M, Hahnel S, Schwarz F, et al. Effect of six different peri-implantitis 
disinfection methods on in vivo human oral biofilm. Clin Oral Implants Res 
2010;21(8):866-72. 
170. Claffey N, Clarke E, Polyzois I, Renvert S. Surgical treatment of peri-implantitis. J 
Clin Periodontol 2008;35:316-32. 
171. Kotsakis GA, Lan C, Barbosa J, et al. Antimicrobial Agents Used in the Treatment of 
Peri-Implantitis Alter the Physicochemistry and Cytocompatibility of Titanium 
Surfaces. J Periodontol 2016;87(7):809-19. 
172. Widodo A, Spratt D, Sousa V, Petrie A, Donos N. An in vitro study on disinfection of 
titanium surfaces. Clin Oral Implants Res 2016;27(10):1227-32. 
173. Straumann USA. Straumann TiBrush. Basel, Switzerland; 2013. 
181 
 
174. Park J-B, Jeon Y, Ko Y. Effects of titanium brush on machined and sand-blasted/acid-
etched titanium disc using confocal microscopy and contact profilometry. Clin Oral 
Implants Res 2015;26(2):130-36. 
175. John G, Becker J, Schwarz F. Rotating titanium brush for plaque removal from rough 
titanium surfaces - an in vitro study. Clin Oral Implants Res 2014;25(7):838-42. 
176. Al-Hashedi AA, Laurenti M, Benhamou V, Tamimi F. Decontamination of titanium 
implants using physical methods. Clin Oral Implants Res 2016. 
177. Bollenl CML, Lambrechts P, Quirynen M. Comparison of surface roughness of oral 
hard materials to the threshold surface roughness for bacterial plaque retention: A 
review of the literature. Dent Mater J 1997;13(4):258-69. 
178. Cafiero C, Aglietta M, Iorio-Siciliano V, et al. Implant surface roughness alterations 
induced by different prophylactic procedures: an in vitro study. Clin Oral Implants Res 
2017;28(7):e16-e20. 
179. Brookshire FV, Nagy WW, Dhuru VB, Ziebert GJ, Chada S. The qualitative effects of 
various types of hygiene instrumentation on commercially pure titanium and titanium 
alloy implant abutments: an in vitro and scanning electron microscope study. J 
Prosthet Dent 1997;78(3):286-94. 
180. Baldi D, Menini M, Pera F, Ravera G, Pera P. Plaque accumulation on exposed 
titanium surfaces and peri-implant tissue behavior. A preliminary 1-year clinical study. 
Int J Prosthodont 2009;22(5):447-55. 
181. Svanborg LM, Andersson M, Wennerberg A. Surface characterization of commercial 
oral implants on the nanometer level. J Biomed Mater Res B Appl Biomater 
2010;92(2):462-9. 
182. Park JB, Lee SH, Kim NR, et al. Instrumentation with ultrasonic scalers facilitates 
cleaning of the sandblasted and acid-etched titanium implants. J Oral Implantol 
2015;41(4):419-28. 
183. Schmage P, Kahili F, Nergiz I, et al. Cleaning effectiveness of implant prophylaxis 
instruments. Int J Oral Maxillofac Implants 2014;29(2):331-7. 
184. Tastepe CS, Liu Y, Visscher CM, Wismeijer D. Cleaning and modification of 
intraorally contaminated titanium discs with calcium phosphate powder abrasive 
treatment. Clin Oral Implants Res 2012. 
185. Park J-B, Koh M, Jang Y-J, et al. Removing bacteria from rough surface titanium 




186. Bennani V, Hwang L, Tawse-Smith A, Dias GJ, Cannon RD. Effect of Air-Polishing 
on Titanium Surfaces, Biofilm Removal, and Biocompatibility: A Pilot Study. Biomed 
Res Int 2015;2015(491047):1-8. 
187. Koop HM, Valentijn-Benz M, Nieuw Amerongen AV, Roukema PA, De Graaff J. 
Aggregation of 27 oral bacteria by human whole saliva. Influence of culture medium, 
calcium, and bacterial cell concentration, and interference by autoaggregation. 
Antonie Van Leeuwenhoek 1989;55(3):277-90. 
188. Estrela C, Sydney GB, Figueiredo JA, Estrela CR. A model system to study 
antimicrobial strategies in endodontic biofilms. J Appl Oral Sci 2009;17(2):87-91. 
189. Sánchez MC, Llama-Palacios A, Blanc V, et al. Structure, viability and bacterial 
kinetics of an in vitro biofilm model using six bacteria from the subgingival microbiota. 
J Periodontal Res 2011;46(2):252-60. 
190. Bandara HM, Nguyen D, Mogarala S, Osinski M, Smyth HD. Magnetic fields suppress 
Pseudomonas aeruginosa biofilms and enhance ciprofloxacin activity. Biofouling 
2015;31(5):443-57. 
191. Schmidt KE, Auschill TM, Heumann C, et al. Influence of different instrumentation 
modalities on the surface characteristics and biofilm formation on dental implant neck, 
in vitro. Clin Oral Implants Res 2017;28(4):483-90. 
192. Bulet P, Hetru C, Dimarcq JL, Hoffmann D. Antimicrobial peptides in insects; structure 
and function. Dev Comp Immunol 1999;23(4-5):329-44. 
193. Lupi SM, Granati M, Butera A, Collesano V, Rodriguez Y Baena R. Air-abrasive 
debridement with glycine powder versus manual debridement and chlorhexidine 
administration for the maintenance of peri-implant health status: a six-month 
randomized clinical trial. International Journal of Dental Hygiene 2016:n/a-n/a. 
194. Menini M, Piccardo P, Baldi D, Dellepiane E, Pera P. Morphological and chemical 
characteristics of different titanium surfaces treated by bicarbonate and glycine 
powder air abrasive systems. Implant Dent 2015;24(1):47-56. 
195. Pick RM, Pecaro BC. Use of the CO2 laser in soft tissue dental surgery. Lasers Surg 
Med 1987;7(2):207-13. 
196. Walsh LJ. The current status of laser applications in dentistry. Aust Dent J 
2003;48(3):146-55; quiz 98. 
197. Mizutani K, Aoki A, Coluzzi D, et al. Lasers in minimally invasive periodontal and peri-
implant therapy. Periodontol 2000 2016;71(1):185-212. 




199. Walsh LJ. Laser biostimulation of implant integration. Australasian Dental Practice 
2008;19(2):148-52. 
200. Schwarz F, Rothamel D, Herten M, et al. Immunohistochemical characterization of 
guided bone regeneration at a dehiscence-type defect using different barrier 
membranes: an experimental study in dogs. Clin Oral Implants Res 2008;19(4):402-
15. 
201. Koban I, Matthes R, Hübner N-O, et al. XTT assay of ex vivo saliva biofilms to test 
antimicrobial influences. GMS Krankenhhyg Interdiszip 2012;7(1). 
202. Lindhe J, Berglundh T, Ericsson I, Liljenberg B, Marinello C. Experimental breakdown 
of peri-implant and periodontal tissues. A study in the beagle dog. Clin Oral Implants 
Res 1992;3(1):9-16. 
203. Liljenberg B, Gualini F, Berglundh T, Tonetti M, Lindhe J. Composition of plaque-
associated lesions in the gingiva and the peri-implant mucosa in partially edentulous 
subjects. J Clin Periodontol 1997;24(2):119-23. 
204. Schwarz F, John G, Mainusch S, Sahm N, Becker J. Combined surgical therapy of 
peri-implantitis evaluating two methods of surface debridement and decontamination. 
A two-year clinical follow up report. J Clin Periodontol 2012;39(8):789-97. 
205. Sennhenn-Kirchner S, Schwarz P, Schliephake H, et al. Decontamination efficacy of 
erbium:yttrium-aluminium-garnet and diode laser light on oral Candida albicans 
isolates of a 5-day in vitro biofilm model. Lasers Med Sci 2009;24(3):313-20. 
206. Schwarz F, Sculean A, Romanos G, et al. Influence of different treatment approaches 
on the removal of early plaque biofilms and the viability of SAOS2 osteoblasts grown 
on titanium implants. Clin Oral Investig 2005;9(2):111-17. 
207. Matsuyama T, Aoki A, Oda S, Yoneyama T, Ishikawa I. Effects of the Er:YAG laser 
irradiation on titanium implant materials and contaminated implant abutment 
surfaces. J Clin Laser Med Surg 2003;21(1):7-17. 
208. Kamel MS, Khosa A, Tawse-Smith A, Leichter J. The use of laser therapy for dental 
implant surface decontamination: a narrative review of in vitro studies. Lasers Med 
Sci 2013. 
209. Kreisler M, Gotz H, Duschner H. Effect of Nd:YAG, Ho:YAG, Er:YAG, CO2, and 
GaAIAs laser irradiation on surface properties of endosseous dental implants. Int J 
Oral Maxillofac Implants 2002;17(2):202-11. 
210. Quaranta A, Maida C, Scrascia A, Campus G, Quaranta M. Er:Yag Laser application 
on titanium implant surfaces contaminated by Porphyromonas gingivalis: an 
histomorphometric evaluation. Minerva Stomatol 2009;58(7-8):317-30. 
184 
 
211. Park JH, Heo SJ, Koak JY, et al. Effects of laser irradiation on machined and 
anodized titanium disks. Int J Oral Maxillofac Implants 2012;27(2):265-72. 
212. Sennhenn-Kirchner S, Klaue S, Wolff N, et al. Decontamination of rough titanium 
surfaces with diode lasers: microbiological findings on in vivo grown biofilms. Clin 
Oral Implants Res 2007;18(1):126-32. 
213. Haas R, Dortbudak O, Mensdorff-Pouilly N, Mailath G. Elimination of bacteria on 
different implant surfaces through photosensitization and soft laser. An in vitro study. 
Clin Oral Implants Res 1997;8(4):249-54. 
214. American Type Culture Collection. XTT Cell Proliferation Assay Kit. Manassas, VA 
20108 USA: American Type Culture Collection 2011. 
215. Giladi M, Porat Y, Blatt A, et al. Microbial growth inhibition by alternating electric fields 
in mice with Pseudomonas aeruginosa lung infection. Antimicrob Agents Chemother 
2010;54(8):3212-8. 
216. Lasserre JF, Toma S, Bourgeois T, et al. Influence of low direct electric currents and 
chlorhexidine upon human dental biofilms. Clinical and Experimental Dental 
Research 2016;2(2):146-54. 
217. van der Borden AJ, van der Mei HC, Busscher HJ. Electric-current-induced 
detachment of Staphylococcus epidermidis strains from surgical stainless steel. J 
Biomed Mater Res B Appl Biomater 2004;68B(2):160-64. 
218. Poortinga AT, Smit J, van der Mei HC, Busscher HJ. Electric field induced desorption 
of bacteria from a conditioning film covered substratum. Biotechnol Bioeng 
2001;76(4):395-99. 
219. Stoodley P, deBeer D, Lappin-Scott HM. Influence of electric fields and pH on biofilm 
structure as related to the bioelectric effect. Antimicrob Agents Chemother 
1997;41(9):1876-9. 
220. Sandvik EL, McLeod BR, Parker AE, Stewart PS. Direct electric current treatment 
under physiologic saline conditions kills Staphylococcus epidermidis biofilms via 
electrolytic generation of hypochlorous acid. PLoS ONE 2013;8(2):e55118. 
221. Kuempel DR, Johnson GK, Zaharias RS, Keller JC. The effects of scaling procedures 
on epithelial cell growth on titanium surfaces. J Periodontol 1995;66(3):228-34. 
222. Mouhyi J, Sennerby L, Van Reck J. The soft tissue response to contaminated and 
cleaned titanium surfaces using CO2 laser, citric acid and hydrogen peroxide. An 




223. Ehrensberger MT, Tobias ME, Nodzo SR, et al. Cathodic voltage-controlled electrical 
stimulation of titanium implants as treatment for methicillin-resistant Staphylococcus 


















Australian Dental Research Foundation Inc. 
 
 
Max Wei, Carol Tran*, Laurence J Walsh* 
The University of Queensland School of Dentistry 
* Supervisors 
 
This paper has been published as follows: 
Wei MCT, Tran C, Meredith N, Walsh LJ. Effectiveness of implant surface debridement 








Implant surface decontamination is challenging and air powder abrasive systems are a novel 
treatment approach. This in vitro study investigated the effectiveness of different powder 
formulations and air pressures in cleaning implant surfaces and the extent of surface 
damage.  
 
A validated ink model of implant biofilm was used. Sterile 4.1 × 10mm Grade 4 titanium 
implants were coated in a blue indelible ink to form a uniform, visually detectable biofilm-like 
layer over the implant threads and mounted into a bone replica material with bony defects 
to approximate peri-implantitis. Air powder abrasive treatments were undertaken using 
glycine, sodium bicarbonate or calcium carbonate powder at air pressures of 25, 35, 45 and 
55 psi. Digital macro photographs of the threads were stitched to give composite images of 
the threads, so the amount of ink remaining could be quantified as the residual area and 
expressed as a percentage. Implant surfaces were also examined with scanning electron 
microscopy to grade the surface changes.  
 
No treatment cleaned all the surface of the threads. The powders were ranked in order of 
decreasing effectiveness and decreasing surface change into the same sequence of calcium 
carbonate followed by sodium bicarbonate followed by glycine. Higher air pressure improved 
cleaning and increased surface change, with a plateau effect evident. All powders caused 
some level of surface alteration, with rounding of surface projections most evident.  
 
With air powder abrasive systems, there is a trade-off between cleaning and surface 
damage. Sodium bicarbonate and calcium carbonate powders were the most effective for 
surface cleaning when used at air pressures as low as 25 psi and these seem promising for 







Dental implants are becoming a popular treatment choice to replace missing teeth 
and have been shown to have a good clinical success rate. 1 A range of materials are used 
for implant fixtures, including commercially pure titanium, titanium alloys and ceramics. 
Modern surface treatments for titanium fixtures include roughening the surface by various 
combinations of acid-etching, grit-blasting, plasma-spraying and anodization, to create a 
suitable micro-texture for enhanced osseointegration. 2  
 
The microscopically roughened and hydrophilic surface of titanium fixtures allows 
rapid attachment and formation of biofilm. 3 Once the biofilm is established in susceptible 
patients, destructive inflammatory responses may occur in the surrounding tissue structures 
as peri-implantitis develops, with accompanying soft tissue inflammation and loss of alveolar 
bone. 4  The drivers of the inflammatory responses include “red complex” pathogens such 
as Porphyromonas gingivalis, Treponema denticola and Tanerella forsythia, which have 
been found in the biofilm in proportions similar to those seen in adult periodontitis.5 
 
Removal of biofilm from the implant surface is critical to maintain healthy surrounding 
soft and hard tissues. 6  The ultimate goal of any cleaning process is to decontaminate the 
implant surface with little alteration, so that the surface is biologically acceptable for re-
osseointegration. 7,8 However, micro-surface irregularities and protected areas between 
implant threads promote the adhesion of bacteria and provide physical protection to the 
biofilm, making professional cleaning with conventional instruments difficult or impossible. 
9,10 All debridement methods struggle with reaching the undercuts of each thread of the 
implant.9 Various studies have recommended that alternative decontamination methods 
should be investigated, 11,12 as it is known that debridement using stainless steel curettes or 
ultrasonic scalers may result in surface irregularities that may further encourage bacterial 
colonisation.7 Plastic curettes and ultrasonic scalers with plastic tips cause less damage to 
implant surfaces but are ineffective for removing biofilm deposits. 11,8    
 
One novel method which holds considerable promise for implant surface debridement 
is particle jets, also known as air powder abrasive systems. 13 Such systems typically attach 
to a high speed air turbine coupling and deliver a particle jet of abrasive powder particles 
within a stream of compressed air. 14 These units have been shown to be an effective 
method for removing supragingival plaque and extrinsic stains from teeth. 13 For implant 
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surface decontamination, when compared to conventional methods, air abrasive units show 
promising results for biofilm removal. 15-17 The powders available include amino acid glycine, 
calcium carbonate and sodium bicarbonate.14 Care is needed to prevent tissue emphysema 
when powders are delivered using a nozzle which is placed subgingivally. 13,14 
 
In order to assess the effectiveness of air abrasion units, previous studies have 
examined the impact of various treatment protocols (including the use of different powders) 
on implant surface topography. Qualitative analysis from scanning electron microscope 
(SEM) images has been the method of choice for evaluating treated surfaces. 13,18,19 There 
has been little attention paid to date to choice of particle type and the pressure of 
compressed air required for effective removal of biofilm.13 Logically, one would not want to 
use any higher air pressure than necessary to avoid damaging the implant surface or 
causing soft tissue injury.  
 
In light of these considerations, the first aim of the present study was to investigate 
the effectiveness of different powder formulations in removing biofilm from implant surfaces, 
in terms of cleaning ability and surface damage. The powders tested were those used 
commonly in the clinical setting, namely glycine, sodium bicarbonate and calcium carbonate. 
The second aim was to explore the influence of air pressure on cleaning ability and surface 
damage. The study was conducted under controlled laboratory conditions to remove the 
influence of confounding factors and clinical variables.  
 
The hypotheses tested were that (1) amongst the different powder formulations, 
calcium carbonate would have the greatest cleaning ability but also impart the greatest 
change to implant surfaces; and (2) that as air pressure increased, the cleaning ability of air 
abrasion units also increased but surface changes were more pronounced.  
 
Materials and Methods 
 
For this in vitro study, the ink model paper of Sahrmann et al. was used. 20 This model 
has been validated and shown to simulate biofilm attachment. Treated implant surfaces 
were analysed with standardised photography and using SEM. 
 
Three sterile 4.1 × 10mm Grade 4 pure titanium implants (ITC 410, Southern 
Implants, Irene, South Africa) were coated in a blue indelible ink (Sharpie Fine Point 
191 
 
Permanent Marker, Sanford L.P., Illinois USA) to form a uniform, visually detectable biofilm-
like layer over the implant surface, including the valleys between threads.20 To verify an 
even distribution of ink over the surfaces, all surfaces were inspected under a light 
microscope at up to 20X magnification.  Each implant was mounted in an acrylic resin block 
(Sawbones, Vashon Island, Washington, USA) that had been prepared with a 6 mm deep 
defect with a circumscribed saucer-shaped opening at 60 degrees, to simulate the physical 
environment of a peri-implantitis lesion.  Implants were screwed into the prepared defect 
with the top three threads exposed. An air abrasion system (Air-N-Go, Acteon Group, 
Merignac, France) was used with a subgingival nozzle to treat the surface at compressed 
air pressures of 25, 35, 45 or 55 pounds per square inch (psi), according to the following 
treatment protocols: Group A: Sodium bicarbonate powder; Group B: Glycine powder; Group 
C: Calcium carbonate powder. Each treatment had a duration of two minutes. The working 
distance was 1-2mm, and the nozzle was applied at an angulation of between 30 and 90 
degrees to the implant surface, as recommended by the manufacturer. Treatments were 
performed by a single operator, to ensure consistency. There were 5 replicates for each of 
the 12 treatment protocols (combinations of differing particle types and air pressures).  
 
After each treatment, the implant was removed from the Sawbone mount. Any loose 
particles or powder remnants were removed by applying compressed air for 10 seconds. 
The implant was then placed on a revolving stand which was marked with 12 even intervals 
so that 12 photographs of the implant surface could be taken using a digital camera (model 
1000D, Canon, Tokyo, Japan) fitted with an 105 mm macro lens. The images were manually 
stitched together with Photoshop CC software (Adobe Systems Software, Ireland) to form a 
rectangular image for analysis (Figure A1.1). A digital camera with a 100 mm macro lens 
was used. The aperture and shutter speed were set at F 32 and 1/4000, respectively.    
 
The composite photographs were analysed with ImageJ software (version 1.47, 
National Institute of Health, Bethesda, USA) to quantify the pixel area of blue ink remaining 
on the implant surfaces, so that this could be expressed as a percentage of the implant 
surface area. To compare the results of different treatment protocols, analysis of variance 
was used (Instat, GraphPad Software, La Jolla, USA). All data sets were checked for 
normality prior to using parametric tests. The Tukey-Kramer multiple comparison test was 




One implant was dedicated for each powder type, so that surface damage could be 
assessed. After the first of the five experimental runs, the implant surface was examined 
using scanning electron microscopy (Phenom Pro, Phenom-World B.V., Eindhoven, 
Netherlands) without any surface coating being applied. Images were taken at the same 
locations of the implant (implant collar, before the first, second and third threads) at 250, 
1000, 2000 and 5000X magnification. Damage was scored using a qualitative scale, as 
follows: 0: no apparent change to the implant surface; 1: mild change to the implant surface 
– slight rounding of surface projections, but no topographical changes; 2: moderate change– 
moderate rounding, with flatter topography; 3: moderate change – advanced rounding; and 
4: pronounced rounding with striations. Scores were generated by two independent 




The cleaning efficacy of the individual protocols varied according to powder type and 
air pressure. As summarised in Table A1.1 and Figure A1.2, the best cleaning (lowest 
residual ink area) was seen with calcium carbonate, followed by sodium bicarbonate. Both 
these powders were more effective than glycine powder.  
 
Table A1.1. Implant surface parameters 
Powder Gly Gly Gly Gly NaB NaB NaB NaB CaC CaC CaC CaC 



























SEM score 1 1 1 1 1 1 2 3 2 3 3 4 
 
Powder types are designated as the following: Gly = glycine, NaB = sodium bicarbonate, 
CaC = calcium carbonate. Residual ink area is the mean of 5 replicates and is expressed 
as a percentage of the implant surface.  
 
 
Calcium carbonate reached its maximum cleaning potential at an air pressure of 25 
psi (the lowest of all three powders), while at air pressures higher than 35 psi, there was no 
significant difference between calcium carbonate and sodium bicarbonate. At the lower air 
pressures, calcium carbonate powder yielded the best cleaning results. At the lowest air 
pressure used (25 psi), calcium carbonate gave the best surface cleaning (residual ink area 
5.5%), followed by sodium bicarbonate (13.0%) and then glycine (39.7%). Differences 
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between all powder types at 25 psi were statistically significant (P <0.001). At air pressures 
of 35, 45 and 55 psi, calcium carbonate and sodium bicarbonate powders continued to be 
significantly better at cleaning implant surfaces than glycine powder, but results for calcium 
carbonate and sodium bicarbonate powders were not significantly different despite an 
overall superior trend for calcium carbonate. 
 
For each particle type, there was an influence of air pressure. For glycine powder 
used at 25 psi, there was inadequate cleaning with an average of 39.7% of ink remaining. 
Cleaning performance improved as the air pressure was increased to 35 psi (P<0.001). 
Beyond this, the effect showed a plateau, as there was no significant difference between 35 
psi and the higher air pressures. Sodium bicarbonate powder used at 25 psi showed a 
cleaning potential comparable to that of glycine powder used at 55 psi. The cleaning 
potential increased between 25 and 35 psi and the surface area with ink remaining 
decreased from an average of 12.98% to 6.76%. Beyond this point, there was a plateau in 
performance with higher air pressures. In contrast, for calcium carbonate powder, all four air 
pressures used gave similar results from 25 psi upwards (P> 0.05).  
 
Results from SEM analyses of surface damage are presented in Table A1.1 and 
typical images are shown in Figures A1.3 to 5. Only mild surface alterations were seen with 
glycine powder, while rounding of surface projections occurred with sodium bicarbonate 
when used at high pressures and moderate surface changes were seen with calcium 
carbonate at all pressures used, with rounding evident at 25 psi. As air pressure increased, 










Figure A1.1. Composite stitched image showing remaining ink after glycine treatment at 
various air pressures. Note that the most apical section of the implant which was inserted 
into the threaded Sawbone (most apical 2 threads) was excluded from the subsequent 







Figure A1.2. Collated results in a graph showing treatment outcomes for different powder 
types used at varying air pressures. The vertical scale shows the percentage of the surface 
























































































This study aimed to investigate the cleaning potential of different air powder types at 
different air pressures, and shows the influence of powder type and air pressure. An ink 
model was used to simulate visible biofilm and to quantify cleaning efficacy. 16,20 In previous 
studies of this type, the implant surface has been imaged at only one location. In the present 
study, all parts of the implant surface were imaged and a composite image of the entire 
surface was generated by stitching together 12 separate images, giving a panoramic 
overview of the surface in perfect focus. This allowed an accurate view of the complete 
treated surface for analysis.  
 
The first powder assessed was the amino acid glycine, which is used in some 
commercial particle jet devices. These particles are known to cause minimal trauma to the 
gingival soft tissues. 21 Being a small amino acid, glycine is readily absorbed from 
periodontal pockets and broken down by normal metabolism such that any residues are not 
problematic. 20 It has been suggested that elevations in extracellular glycine concentration 
may increase the permeability of bacterial cytoplasmic membranes and inactivate 
membrane proteins, leading to inhibition of bacterial growth. 22-24 Glycine powder treatment 
of implant surfaces does not impair adhesion of cells. 25,26   
 
In the present study, glycine was found to cause the least surface damage, but also 
was the least effective material for cleaning the surface. Its inferior cleaning potential may 
reflect it having the lowest density (1.61 g/cm³) and smallest particle size (25 µm) of the 
three materials used. 27 Due to these two physical properties, each glycine powder particle 
has lower mass and momentum than particles of the other two powder types.28,29 Hence, 
the amount of energy that will be transferred to the implant surface by the impact of particles 
is lower, which explains the smaller area of ink removed.  
 
In the present study, a simulated bony defect was used, to replicate the clinical 
situation where the implant surface is difficult to access.30  This provides a realistic challenge 
for accessing the area of the threads for cleaning. Using the ink model, better cleaning was 
found using particles with greater density, namely sodium bicarbonate and calcium 
carbonate. These particles were also larger (76 µm and 55 µm, respectively).27 This finding 
suggests that density is important in determining cleaning for abrasive particles in a jet. A 
major difference between calcium carbonate and sodium bicarbonate is their solubility in 
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water, being low for the former and high for the latter. This parameter could influence the 
way that particles behave when suspended in a stream of air and water mixed together, as 
opposed to compressed air only.   
 
For all powder types, a plateau in cleaning ability was seen with increasing air 
pressure, with this effect varying by powder type (glycine and sodium bicarbonate at 35 psi, 
and calcium carbonate at 25 psi). Adding to this, there were areas of the implant surface 
which could not be accessed even when additional energy was provided by higher air 
pressure. Areas beneath the threads were consistently found to be the most difficult to 
access. The limits of the particle jet cleaning approach were most evident with glycine 
powder, the material with the lowest hardness and smallest particle size.28-30 
 
The more positive results seen for sodium bicarbonate and calcium carbonate align 
with past work using ink models or in vitro biofilms.13,16,20,25,31-34 Both powder types are 
suitable for use at lower air pressures, but the former caused less surface modification than 
the latter. The use of qualitative evaluation methods to assess topographical changes with 
SEM images of surfaces treated with particle jets is well established.13,26,13,26,31,35-39 In this 
study, the changes due to the various treatment protocols were consistent between the 
various parts of the threads which were imaged.  
 
Glycine powder caused the least change, which is consistent with the hardness of 
this material being less than titanium.40-42 Changes seen in the present study for sodium 
bicarbonate used at low air pressures were similar to those described by Menini et al.40  The 
changes seen for sodium bicarbonate used at air pressures of 45 psi or greater, which 
included more rounding and flattening of the topography, were comparable  to those 
observed by Cochis et al.41 A detailed comparison with these two previous studies is not 
possible as they did not state the air pressures that were used.  In the present study, calcium 
carbonate caused rounding at 25 psi, with greater surface changes which progressed to 
striation at 55 psi. This greater damage can be expected since with higher air pressure, the 
kinetic energy of the particles is greater.28  
 
How various surface changes influence the biocompatibility of the surface remains to 
be explored. At the present time, because particle jets/air powder systems produce less 
change to implant surfaces than hand or ultrasonic scalers, they are favoured over these 
alternative treatment methods.13 Nevertheless, the results of the present study show that 
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complete cleaning of the implant surface (a requirement for re-osseointegration)43 is not 
achieved, despite there only being mild surface changes. How the changes seen affect 
accumulation of biofilm36,38 and cell attachment remains to be clarified. The finding that low 
air pressures appear sufficient for both calcium carbonate and sodium bicarbonate particle 
jets is promising, since by using lower air pressures, the chance of damaging soft tissues or 




Sodium bicarbonate and calcium carbonate powders were the most effective in implant 
surface cleaning and could be used at air pressures as low as 25 psi. Calcium carbonate 
powder gave the greatest ink removal and glycine powder the least from the three powders 
tested. As air pressure increased, the cleaning efficiency increased but the effect reached a 
plateau. There was an inherent trade-off between cleaning and surface damage, with glycine 
causing the least microscopic change to implant surfaces and calcium carbonate the most. 
Attempting to optimise between these effects, based on the criteria of cleaning with the least 
surface damage, both sodium bicarbonate and calcium carbonate appear promising when 
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Assessment of Implant Surface Debridement Using an Ink Model 
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Titanium dental implants have been used as an effective replacement for missing teeth for 
over 20 years. With the increasing use of these implants for tooth replacement and for the 
stabilization and support of dentures, the need for effective cleaning of dental implant 
surfaces is greater than ever before.  
 
Peri-implantitis has emerged as a major problem. This results from an unfavourable 
host response to biofilms which form on the surface of the implant abutment and 
subsequently on the threads of the implant fixture itself.   
 
Peri-implant infections involve tenacious biofilms which are difficult to remove. This 
in vitro study evaluated different methods of implant surface cleaning using a well 
established ink model (REF) in which ink removal parallels removal of biofilm.  
 
4.1X10 mm grade 4 threaded titanium implants (ITC 410, Southern Implants) with 
micro-patterned surfaces were coated in indelible ink (Sharpie Permanent ink) and 
mounted in a bone replica material (Sawbones) prepared with 6mm deep circumscribed 
saucer-shaped defects with 60 degree walls, which were intended to replicate a common 
clinical presentation of a moat-type defect. Implants were debrided for 2 mins with hand 
scalers (plastic, titanium, carbon fibre, stainless steel), an Acteon ultrasonic scaler (plastic 
or stainless steel tips), an air abrasion unit (calcium carbonate powder) (NSK) or a saline 
swab (negative control). After each treatment cycle, surfaces were photographed using a 
custom jig to take 12 images of each implant, and then the images combined to give a 
single rectangular image of the entire implant surface in perfect focus. Residual ink area 
was calculated as a percentage of the total surface for N=9 replicates for each treatment. 
 
Complete removal of ink from the threaded region of the implants was not achieved 
by any method. The best result was achieved with air abrasion device followed by the 
ultrasonic scaler with a metal tip (4.46% and 15.02% residual area, respectively). This 
difference was not statistically significant. The next best performance was for the 
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ultrasonic scaler with the plastic tip (49.54% residual area). The level of residual ink was 
not significantly different between the hand scalers (78.48- 98.17%) and the saline swab 
control (92.72%).  
 
In conclusion, abrasive powders are superior to ultrasonic scalers and hand 
instruments for debridement of implant surfaces in this model system. Achieving access to 
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Figure A2.2: Carbon Graphite Scaler (Premier 4L/4R) 
application on implant surface   
Figure A2.3. Saline swab application on implant surface   
Figure A2.4: Air polishing with NSK prophymate (Calcium 
Carbonate powder) application on implant surface   
Figure A2.5: Cavitron ultrasonic SofTip Implant 








































Figure A2.6: Stainless steel hand scaler (Nordent 4L/4R) 
application on implant surface Figure A2.7: Titanium hand scaler (Nordent 4L/4R) 
application on implant surface 
Figure A2.8: Stainless steel ultrasonic insert tip (Cavitron 
Thinsert) application on implant surface 




Appendix 3:  
An In Situ Model for Biofilm Formation on Titanium Implants 
 
IADR abstract no. 169125   
 
Biofilms form readily on the surfaces of dental implants, and are responsible for inflammation in the 
peri-implant tissues. Current methods of surface cleaning for implants have limited effectiveness. 
The aim of this study was to develop an in situ model which could then be used for testing various 
conventional and novel (laser based) methods of implant surface debridement.  
 
This in situ model of biofilm formation on implants which are located within a removable oral 
appliance allows biofilm growth on exposed implant surfaces to be assessed over time, for example 
using multi-colour dye staining, confocal microscopy and vital staining as well as SEM once the 
implants are removed. An in situ model is preferred because bacteria from the normal oral microflora 
of the mouth will be able to adhere on to the implant and grow into a well-established layer. This is 
advantageous over using animal models, as animals have a different oral flora compared to humans. 
1 
 
Because past studies of implant biofilms have used in vitro models with single species biofilms of 
oral bacteria, these systems have no direct relevance to clinical care. It is desirable to have a 
reproducible in situ model with naturally formed complex biofilms of mixed species. These should 
form under low oxygen conditions in an environment which is partially protected from the washing 
action of saliva, but able to access nutrients from the saliva. There should be contact with normal 
host protective mechanisms such as the gingival crevicular fluid produced around the gingivae. To 
meet these objectives, a removable appliance which can be used as an in situ model was designed 
(Figure A3.1 and Figure A 3.2). The in situ model allows the growth of a mature biofilm in the threads 
of an implant from the human oral flora under low oxygen conditions and show shear force from 
saliva. Furthermore, this appliance simulates exposure to gingival crevicular fluid. 
 
Neoss Bimodal™ threaded titanium implants were mounted into custom-made vacuum-formed 
removable oral appliances configured with the implant horizontal on the buccal surface of mandibular 
first molar teeth. The implants were fixed into position by their healing abutment screws to prevent 
them from being dislodged during normal movements of the buccal mucosa. Variations in design 
including use of PVC tubing allowed variations in salivary contact and oxygen tension to achieved. 
Appliances were worn continuously for 48 hours, being removed temporarily during eating and oral 
hygiene procedures. A thick biofilm formed ( 
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Figure A3.1). Biofilms were then fixed and assessed using SEM. This analysis revealed that a thick 
multi-species biofilm with a complex three-dimensional structure formed after 48 hours in a subject’s 
mouth (Figure A 3.3). 
Two previous studies have used an in situ method to successfully grow and analyse biofilm on flat 
titanium discs.2, 3 This approach with flat titanium discs with surfaces modified to simulate an implant 
makes analysis of changes to the surface more straightforward, since features such as threads are 
missing.4 The in situ model described here provides a better analogue of the challenges faced when 
cleaning an implant with threads of various pitches, and could be used in future to compare different 




















































      
 
Figure A3.3. Close-up images showing the appliance after being worn for 2 days. Thick 





































Figure A3.4. SEM examination of 2 day old biofilms on implants mounted in the in situ model. 
Upper left, X50. Upper right X100, Lower left X3000, Lower right X6000. The mixed 
composition of the biofilm is evident, with various morphological types of bacteria present 
as well as fungi. The biofilms were fixed with neutral buffered formalin for 24 hours before 
the samples underwent critical point drying and sputter coating.  
 
References: 
1. Oz HS, Puleo DA. Animal Models for Periodontal Disease. J Biomed Biotechnol 
2011;2011:754857. 
2. Gosau M, Hahnel S, Schwarz F, et al. Effect of six different peri-implantitis disinfection 
methods on in vivo human oral biofilm. Clin Oral Implants Res 2010;21(8):866-72. 
3. Burgers R, Gerlach T, Hahnel S, et al. In vivo and in vitro biofilm formation on two different 
titanium implant surfaces. Clin Oral Implants Res 2010;21(2):156-64. 














Figure A4.1: Dentsply AstraTech OsseoSpeed™. SEM image taken at 5000X. This type of 





























Figure A4.2: Attempt at reproducing the OsseoSpeed surface using acid etching with 0.1% 
HF for 60 seconds at room temperature. Note the surface contaminants, as indicated by the 






































Figure A4.3. Attempt at reproducing the OsseoSpeed surface with acid etching using 0.1% 
HF for 60 seconds at room temperature. Note the surface contaminants present as indicated 































Figure A4.4. Attempt at reproducing the OsseoSpeed surface with acid etching using 0.1% 
HF for 60 seconds at room temperature. Note the surface contaminants present as shown 
by the yellow arrows. SEM magnification 6000X. 
 
 
 
 
 
 
 
 
 
 
